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Introduction

The Michigan Department of Health and Human ServicasagedViedicaidfunded Autism

Services for childreand youth throughthe Behavioral and Physical Health and Aging Services

l RYAYAAUNXGA2Y YR . dzNBldz 2F / KAf RNByQa / 22NR
Medicaid System is comprised of Medicaid Health Plans (MHP), Prepaid Inpatient Health Plans
(PIHP)and Commnity Mental Health Service Programs (C8ito provide Medicaid Autism

Services.

The Behavioral and Physical Health and Aging Services Administration manages the Michigan
Medicaid Health Plansvhich provide the medical and physical evaluations, scregnas well

as medically necessary speech and language, occupational and physical therapies. It also

manages the contracts with PIHPs @@dHSPs KA f S G KS . dz2NBl dz 2F / KAf RN
Health Policy and Supports to provides the management and senfickagmostic evaluations,

behavioral health treatment plans, Applied Behavior Analysis Services (ABA), family trainings

and developmental disability services.

The Michigan Medicaid Autism Screening, Evaluation and Treatment Recommendation
Guidelines wer@leveloped to improve the statewide standardization of Autism Services for
childrenand youth The Guidelineare the result of theecommendation from the Medicaid
Autism Serviceg Legislative Workgroup Recommendations Report (FY2019 Appropriations Act
¢ Public Act 207 of 2018) Section 959 published March 1, 2019.

The Guidelines align with thdichigan Medicaid Policy, Provider Manaald Codes and

Michigan licensing requirements to providedepth guidance for health care providers,
administrators, fanlies and service agencies. MDHHS strives to provide equitable and quality
health care services to all children and families.



https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf

Chapter 1. Understanding and Screening for Autism Spectrum Disorder

Autism Spectrum Disorder: An Overview

Autism Spectrum Disoed (ASD) is a neurodevelopmental disorder characterized by impairment in
reciprocal social interaction skills and communication as well as the presence of restegtetitive,

and/or stereotyped patterns of behavior, interests, and activities. Thesteifes result in marked
impairment in social interaction, language used in social communication, and symbolic or imaginative
play. Features of the disorder are present early in development. Sensorimotor differences are
detectible as early as six monthsame, particularly for those with severe ASBifelbaum et al., 1998)
Presentation of ASD symptoms changes over the course of development 80Nk dewelOpiment

is affected by having ASD.

The term ASD refers to a broad range of conditions aptkesentation of symptoms may vary from

one person to the next with contribution of a combination of genetic and environmental factors.
Etiology of ASD is not yet fully understobdt research suggesteveral genetic and environmental
influences thaincrea® risk that a child will develop ASD. Autism tends to run in families with several
genes associated with increased risk for ABd&lley et al., 1995;olstein & Roseheidley, 2001,

Skuse, 2000 Additionally, certain environmental factors miayther increase the risk for individuals
who are genetically predisposed to ASD. Increased risk has been linked to advanced parental age,
pregnancy and birth complications (including exposure to certain medicatieutglia, extreme
prematurity, multiplepregnancies), and male gend@&urkin et al., 2008; Lee et al., 2015; Mahoney et
al., 2013; Moore et al., 2000; Rasalam et al., 200fHljams & Hersh, 199%Villiams et al., 2001

While etiological factors are not yet fully understood, prevalencedseasing over time. Males are

four times more likely to develop ASD. Additionally, ASD affiedigdualsof all racial, ethnic, and
socioeconomic groups.

Research has demonstrated consilele impact on families for a persaiimgnosed with ASIncludng
higher rates of health concerns as well as financial st&kliet et al., 2012Saunders et al., 2015

Interventions for individuals with ASD should incorporate the needs of the family as a whole v
partnership established between family méers and service providers.

Individualswith ASD often require a multidisciplinary approach to intervention, as several conditions
are commonly comorbid with an ASD diagnosis, including intellectual disability and language delays.
When an ASD diagsis is established, the clinician should specify with or without intellectual
impairment as well as with or without language impairment. For further information regarding
commonly comorbid conditions, séeKS &/ 2 Y2ND AR | YR 5 A ToFBaNtErg. (G A I €
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Diagnostic and Statistical Manual , Fifth Edition (DSM-5)

Diagnostic classification for ASD has changed with the most recent publication of the Diagnostic and
Statistical ManualFifth Edition (DSNb) (APA, 203). Establishment of an ASD diagnosis and use of the
DSMS5 requiresspecialized trainingfor more detail, se€hapter2 on evaluator credentials)

Diagnostic criteria for ASD, as listed in the EE&5M as follows:

A. Persistent deficits in social commauaation and social interaction across multiple contexts, as
manifested by all of the following, currently or by history (examples are illustrative, not
exhaustive)

1. Deficits in sociaémotional reciprocity ranging, for example, from abnormal social
approad and failure of normal bae&nd-forth conversation, to reduced sharing of
interests, emotions, or affect, to failure to initiate or respond to social interactions.

2. Deficits in nonverbal communicative behaviors used for social interaction ranging, for
example, from poorly integrated verbal and nonverbal communication, to
abnormalities in eye contact and body language or deficits in understanding and use of
gestures, to a total lack of facial expressions and nonverbal communication.

3. Deficits in developingnaintaining, and understanding relationships ranging, for
example, from difficulties adjusting behavior to suit various social contexts, to
difficulties in sharing imaginative play or in making friends, to absence of interest in
peers.

B. Restricted, repetitive patterns of behavior, interests, or activities, as manifested by at least 2 of
the following, currently or by history (examples are illustrative, not exhaustive)

1. Stereotyped or repetitive motor movements, use of objects, or spdedah, simple
motor stereotypes, lining up toys or flipping objects, echolalia, and/or idiosyncratic
phrases).

2. Insistence on sameness, inflexible adherence to routines, or ritualized patterns of
verbal or nonverbal behavior (e.g., extreme distress at bah@nges, difficulties with
transitions, rigid thinking patterns, greeting rituals, and/or need to take same route or
eat the same food every day).

3. Highly restricted, fixated interests that are abnormal in intensity or focus (e.g., strong
attachment to a preoccupation with unusual objects and/or excessively circumscribed
or perseverative interest).

4. Hyper or hyporeactivity to sensory input or unusual interest in sensory aspects of the
environment (e.g., apparent indifference to pain/temperature, adearssponse to
specific sounds or textures, excessive smelling or touching of objects, and/or visual
fascination with lights or movement).

C. Symptoms must be present in the early developmental period (but may not fully manifest until
social demands exceednlited capacities, or may be masked by learned strategies later in life)

3



D. Symptoms cause clinically significant impairment in social, occupational, or other important
areas of current functioning

E. These disturbances are not better explained by intellektisability or global developmental
delay. Intellectual disability and ASD frequentlyocour; to make comorbid diagnoses, social
communication should be below that expected for general developmental.level

Applied Behavior Analysis

Applied Behavior Analysis (ABA) is the most evidéased treatment for individuals with ASD (Cohen,
AmerineDickens & Smith, 2006; Sallows & Graupner, 2005; Warren et al., 2011). ABA is a therapeutic
approach based on principles of learning and behatiat involves identifying connections between

'y AYRAQGARdAzZ ft Qa 0SKIF@A2NI I yR I yiSOSRSydGa yR O2ya
utilizes positive reinforcement, which is the provision of something valued by an individual (a reward)
immediately after the individual engages in a desired behavior. Behaviors that are consistently
reinforced subsequently occur more often. Complex skills can be broken down into small steps and
taught in a hierarchical fashion or gradually shaped by reinfostiegessive approximations of the

final behavioral goal. When treating problematic behavior, ABA focuses on understanding the function
of the problem behavior when developing effective interventions. Although many of these principles

of learning can bemplied successfully outside of the context of ABA, this therapeutic approach must

be practiced by professionals (in collaboration with family members) with appropriate clinical training.

ABA uses observation and measurement of behavior, including fasohsas how often a particular
behavior occurs, how long the behavior lasts, the antecedents that precede the behavior, and the
conseguences that follow the behavior. ABA services are provided by licenseeckaifidd behavior
analysts (BCBAS), as wadlbehavior technicians (BTsdme of whom may be registered behavior
technicians (RBT,d)oardcertified assistant behavior analysts (BCaBAs), and Qualified Behavioral
Health Professionals (QBHPS) who work under the supervision of the BCBA to impletessitment
plans written by the BCBA to meet established therapeutic goals. The ABA team collects data on
behavior for the BCBA who modifies treatment plans, as needed. The BCBA also has weekly face to
face time with the child being treatedRoutinedata collection and refinement of intervention plans
based on the data are hallmarks of ABA.

Working with families, evaluators determine medical necessity for ABA and provide
recommendations on higleveltreatment targets

ABA services may be ptided irhome, clinic, orthe communitywith emphasis on practice and
reinforcement of newly learned skills. The location of ABA services should be based on 1) the best
YS&Fya F2NJ I RRNBaaAy3d (KS OKAfRQA yS@iderofhoi® O FI Y
shouldbe determined by the treating ABA teanith information from the diagnostic evaluatiorirhe
amount of ABA a child receives should directly relate to the seéthe child and the skills and
behaviors being targeted; this is evatad in the behavioral assessment conducted by the BCBA in
coordination with family need and input. All hours of ABA are intended to befgoaded, and data is
gathered to demonstrate if the intervention is resulting in progress toward the goal. Shalces
treatment typically includes modeling for parents and direct teaching provided for behavioral
management and skibuilding. The intellectual functioning of the child should not preclude
participation in ABA, whether severe intellectual disabilityveil above average intelligence; medical

4



necessity should be based whether ABA would be expected to address the specific behaviors of

concern for that child.Collaborationwith other providers involved in treatment, including supports

coordinators wihin the PIHP systems and school officials (when applicable and with consent provided

by the parent/guardian) is also important. ABA approaches are also often crucial in school sattihgs

. GSIFYyYa Yre KSftL G2 &Kl LISogtam(ER)bribéhavior nfanageméhh R dzl f A
plan in school.

ABA providers are tasked with the goal of improving socially significant behaviors, including
communication, social skills, and adaptive living skills (e.g., independence with daily living skills,
acadenic and work skills). There are many ways that ABA can be applied, including:

1 Comprehensive Behavioral Intervention (an intensive behavioral intervention approach that
emphasizes individual instruction for skillilding of communication, social interaeh, and
pre-academic skills)

1 Focused skibuilding (e.g., focusing on a specific goal such as toilet training, independence

with selfcare, use of community resources)

Social skill building (in individual and group settings)

Parent skills training (an @encebased behavioral training approach that provides skill

building for management of child behavior)

1 Problem behaviors

1
T

Examples of problematic behaviors that can be addressed withiWdBAle but are not limited to:

Externalizing behaviofgggression, selhjurious behavior)

Sensory behaviors (head banging, motsaeking, avoidance of toothbrushing/haircuts)
Demand avoidance (elopement, task refusals)

Adaptive skills (toileting, hygiene, independence, restricted diet)

Difficulty engagingn social interactions (play, sibling and/or peer interactions)
Functional communication (requests, answering questions)

=A =4 =4 =4 -8 =9

ABA can improve the quality of life for the individual with ASD as well as their family.

Of note, information in this manual it intended to serve as guidelines foe practiceof Applied
Behavioral Analysis (ABA). Information on ABA in this documprdvided for the understanding of
administrators andevaluators.

Policy for Screening for ASD

The Medicaid Provider Manuptovided by Michigan Department of Health and Human Services
(MDHHSprovides information regardinthe policy for screening for ASOThe Centers for Disease
Control and Prevention (CDC) shapproximately one in six children between the ages of 3 and 17
meet criteria for a developmental or behavioral disord€DC2019. The American Academy of
Pediatrics (AAP) recommends that a standardized screening tool be used to assess general
development at 9, 18, and 30 months of agkAP, 2008 Additionally, AAP recommends all children
receive developmental surveillance and screening for possible ASD at 18 and 24 months of age
(Armstrong 2008. Early entry into intervention is associated with iraped treatment outcomes
(Zwaigenbaum et al., 2015The screening process is intendeddentify childrenwho show



developmental concerns warranting an evaluation for possible ASD in ortlek tadividuals with
evidencebased treatment programs to pnaote optimal outcomes.

Roles and Responsibilities for Medicaid Health Plans and Primary Care
Providers

Screening for developmental disorders including ASD is typically completed during a well child visit with
I OKAf RQa LINA(RGPNInfordnatididyathedd®bgp REPS shduld include birth and
developmental history. Assessment of medical factors common in children with developmental delays
(including seizures, hearing problems, sleep difficulties, diet, andhgelfous behaviors)as well as
documentation of history of brain injury are also important. PCPs should also review educational
history and previous intervention services provided as well as family history of ASD or other
developmental concerns. If concerns about developtrare raised through developmental

surveillance or information gathered, it is importantmake immediate referrals for further
assessmentEarly identification and intervention are essential for favorable outcomes.

See Figurd.1 for further information regarding some important clinical signs, or red flags, when
conductingearly childhoodscreening for ASDMore information on ASD red flags can be found at
www.nationalautismcenteorg/autism/earlysigns/and www.firstsigns.org

Figurel.l. Some notableearly ASDred flags

Some of the Red Flags in Identifying Children with ASD

1 Lack of baclandforth babbling

q Delay insmiles, failure to make eye contact

9 Not turning when parents say the child's name

9 Not looking when parents point saying,ook at..."

9 Not pointing across a room to show parents an interesting object or evel

9 Lack of sharing interest @njoyment in interaction
The Council on Children with Disabilities lists five components of developmental surveillance
are important for routine care (AAP, 2006):

1. Asking parents about their concerns

2. Obtaining and documentindevelopmental history as well as tracking progress for age
based expectatlons

those
It

3. hoaSNIBAYy3 GKS OKAftRQa RS@St2LIVSyd I yR dz?Z\YEI '

. : 2 J
4. ldentify risk and protective factors Erof s |
5. Documenting and sharing an accurate record of the findings ' 0


https://www.nationalautismcenter.org/autism/early-signs/
http://www.firstsigns.org/

Considerations for Screening of ASD

Several validated and accessible measures exist for screening of ASD. Measures are easily
administered, are completed by parents/guardians, and are not-mensive. Some measures serve

as a screening for general developmental pesg, whereas other measures are Aslecific.

/| tAYAOAlIya aKz2dAZ R aStSOdG | @GFrtARFGSR AONBSyAy3
need. The following areomerecommended screening measures to consider; however, the list below

is na intended to provide a comprehensive listalfavailableor recommendedneasures. For further
information regarding available screening measures, please se@ntegican Academy of Pediatrics

Clinical ReporfLipkin et al., 2020pr support with developmental screening.

SomeASDSpecific Measures

1 Modified Checklist for Autism in Toddlers, Revised, with Folfp@CHATR/F)¢ ages 16 to
30 months (Robins et al., 2009)

The MCHATR/F includes 20 items in yes/no format that screen for ASD symptoms. The
measure is free to access, can be quickly and easily scored, and may be completed online or in
paper/pencil format. Parents complete the questionnaire, and if a child screens positive based
on parent responses, select follewp interview items are administered. A flowsheet of

interview items is available with pass/fail criteria established. A child is screeneditggoon

the interview if he or she fail any two items on the follay. If screened as positive, a child is
considered atisk for a developmental disorder and should be referred for evaluation as soon

as possible. Of note, this measure is availablei$e in several languages. For a list of

available translations please see the following webgitgns://mchatscreen.com/mchat
rf/translations/

9 Autism Screening Instrument for EducatiorlahRing¢ Third Edition (ASIER: Autism
Behavior Checklist (ABCages 2 years to 13 years, 11 months (Krug, Arick & Almond, 2008)

The ABC is a 4im checklist of behaviors associated with ASD, as part of the ASIHRe
ASIER also includes meases of vocal behavior, spontaneous social interaction, functional
educational skills, and learning rate.

1 Social Communication Questionnaire (SC&des 4+ (Rutter, Bailey & Lord, 2003)

The SCQ is a parent questionnaire with 40 items in yes/no format. The questionnaire is
relativelyquick to complete and easily score@ihe SCQ is also available in Spanish and
numerous other languages.

Of note, the SC@ensitivityand specificityestimates vary by age from what was seen in the
initial validation studies (Barnat8rak et al., 2016)The manual suggests a screening cutoff of
015, though more recent research suggests that the measure optimizes sensitivity with
preschool and younger schbaged childrer(BarnardBrak et al., 2016) Nevertheless, even
with improved cutoff points on the SCQ, the measure may continue to have inadequate
sensitivity, especially with young childraghose with other intellectual or developmental

YS


https://publications.aap.org/pediatrics/article/145/1/e20193449/36971/Promoting-Optimal-Development-Identifying-Infants
https://publications.aap.org/pediatrics/article/145/1/e20193449/36971/Promoting-Optimal-Development-Identifying-Infants
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disabilities,or those from rural or low socioeconomic statiidoody et al., 2017Suren et al
2019).

SomeGeneral Developmental Measures

1 Ages and Stages Questionnaires, Third Edition-3&@ges 1 month to 5 ¥ years (Squires et
al., 2009)

The ASEB may be distbuted online or in paper format for parents to complete. The

guestionnaire is available in several languages. Parents answer questions related to general
RSOSt2LIySydlrt LINRPINBaa oe aStSOlAy3da aeSaszé aaz
Ages andtages Questionnaires: Sod@ahotional, Second Edition (ASQ:23E also available

for use.

91 Child Development Inventory (CB8ges 15 months to 6 years (Ireton, 1992)

The CDI is completed by parents to assess development in eight areas of fuigctsurgial,
selfhelp, gross motor, fine motor, expressive language, language comprehension, letters, and
numbers.

Referral Process for ASD Evaluation

There are multiple means for a child to be referred for an ASD screeningpantehensive
evaluatiort, including, but not limited to:

Family selreferral (parent, guardian, other family member)

Treatment providers (speech pathologist, occupational therapist, mental health therapist)
Medical providers (PCP, specialists)

Early On or schoglersonnel

=A =4 =4 =9

Family concerns should be taken seriously. Caregivers are an essential part of the
developmental/ASD referral process!

Pediatricians often hear developmental concerns from caregivers in early childhood cardvisits.

concerns for ASD epbserved or reportedn pediatric visits, PCPs should immediately refer the child for

further diagnostic evaluationHowever, alternate means for referral should be available to families

including family selfeferral,andphysicians should notb&d SSy I & -1 0SKSLISINEF (T2 NJ | OO0S 4 3
further ASD screening or evaluatiorA positive screening should result in a referral for evaluation as

soon as possible, given the importance of early interventidine PCP should call the loPa&paid

InpatientHealth Plan®RIHR and/or Community Mental Health Service Provider (CMHS#e

geographic service area for Medicaid beneficiatiesake the referral directlyThis mayalsoinclude

1/ dZNNByYy i aSRAOIFIAR L2t A0& NBIldzANBa GKIG awl e FdZff YSRAOFET |y
F2NJ FANIKSNI S@OFfdzk A2y E gAGK GKS LIzN1LIR2 &S 2F (GKA&a YSRAOKE |y
condtions other than ASD, and include those conditions that may have behavioral implications and/orn@y@azNJ g A G K ! { 5
Medicaid policy also appears to require that a full medical and physical examination, which may take place during d well chil

visit ata PCP, occur prior to the comprehensive diagnostic evaluation.



PCP staff assisting the family while in the office in contacting Bi&lP directly to amnge for

evaluation. Each PIHP will identify a specific point of access for children who have been screened and
are being referred for a diagnostic evaluation and behavioral assessment of ASD. PtHEs are
responsible focontacting,schedulingand arranging the comprehensive diagnostic evaluatiith the
appropriate evaluator or evaluation team

Contact information for PIHPs by region can be found on the State of Michigan Autism
Program website tehttps://www.michigan.gov/autism/0,4848294-77675--,00.html

Individuals with ASD commonly present with one or more comorbid medical and/or psychiatric

diagnosesl{ugnegard et al., 201Matson & NebelSchwalm, 2007; Simonoff et al., 2008f the PCP
determines that a child is also in need of consultation with other medical specialties or services,
referral should be made directly.

Q

Common referrks necessary for children with ASD or suspected developmental delay include
are not limited to:

1 Neurology 1 Audiology 9 Occupational therapy

I Genetics i Vision screening 9 Gastroenterology

1 Sleep specialist 1 Psychiatry 1 Feeding program

1 Developmental 1 Speech/Language 1 Physical Medicine &
Behavioral Pediatrics therapy Rehabilitation

As noted, eferrals for evaluation of possible ASD may also come frdinect family selfreferral and
other sources including schools, Early @m,other involved clinicians.Families referred to their local
PIHP will undergo screening to determine if evaluation for 88Beded Clinicians conducting ASD
screeningvia the PIHP or CMHSPRould utilizean appropriate screening measure to determine if a
more comprehensive evaluation appears warranted. Clinicians should be welcoming and assist
caregivers in describing their concerns for their child or loved one.

The screening clinicians must be famigaough with the clinical content of the screening questions to
help the caregiver understand what is being asked by the items. The screening process is the first step
in the family seeking help, and a supportive and welcoming attitude helps the famihegath to

receiving the care needed. Clinicians should provide encouragement and emphasize the importance of
early intervention for progress in services, given thatly intensive behavioral intervention is

associated with gains in developmental arajnitive skills (Eldevik, 2009; Howlin et 2009).

If a screening is positive (suggesting concerns about possible ASD), the child will be referred to a local
gualified licensed provider (QLP) for a comprehensive diagnostic evaluation. In cases thetmed
guestionable or unclear (e.g., children presenting with borderline range symptoms but interference in
home or school functioning, cases including trauma history or complicating factors, children whose
clinical presentation does not appear to toh parental responses on screening measures), PIHPs
should err on the side of caution and refer for more comprehensive evaluation.


https://www.michigan.gov/autism/0,4848,7-294-77675---,00.html

For those children referred for further evaluation, families should haslecice of evaluatorand be

allowed to indicate preference for an evaluating agency or clinician, when available. Families who
indicate preference for a particular agency or cleaicshould be permitted to make a selection that

best fits the needs of their family, provided the referral falls within the scope of practice of the selected
clinician or agency.

It is essential that clinicians support families throughout the sdregprocess and remember

that some family members may have comprehension difficulties. Failure to complete a screening

YSI &adz2NB I RSIljdzZ §Stf& 2NJ F2NJ 6KS OKAfR (2 &aONBSy L:
access to an evaluation if the evaluatiotherwise appears clinically warranted based on

information from the referral source (e.g., family, pediatrician, other treatment provider). Itis

best practice to err on the side of referral for further evaluation when ASD concerns are pres:

Of note, somecaregiverswill have difficulty completing screening measures accurately due to
comprehension challenges, cognitive limitations, learning difficyll@@gyuage barriersgr denial of

child deficits While screening measures are often a useful tool for identifying children who require
more comprehensive assessment, caution should be exercised when parents show comprehension
difficulties. Additionally, screening measures may have been created fiereint purposes (e.g.,
developmental screening, research study qualification), which can impact the balance of sensitivity and
specificity; thus, the referral for ASD evaluation should not be solely based on a positive screening tool.

Importantly, referals made by PCPs should be sent directly for comprehensive evaluation. Results of a
AONBSYyAy3a YSIadiNBE aK2dZ R y20 NHzA S 2dzi I NBFSNNI f
evaluation is deemed clinically justified by the PCP. See Tabite 2uBther guidance regarding

appropriate steps when concern with possible ASD is raised.

Tablel.2. Steps in the Referral and Screening Process for ASD Evaluations

Parentiguardian or

— If positive or clinical
other famity member drninigter corce s e AR e
has concemns for Do presant, refer for
possible ASD 3. ol comprehensive diagnostic
2 the evaluation

Treatment provider
has concarms for
passibla ASD

Medical provider
has concerns for

ASD based on

veopmen ’
developmental diagnostic evaluation
survelllance, or

caregiver
miormation
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Clinical directors within each PIHP seirvéhe role of triaging referrals (i.e., organizing and directing
referrals based on needs of the child) to appropriate providers for evaluation. Each PIHP has a list of
evaluators within the region and must be familiar with available agencies and evaluatdtgling skill

set and experience. The evaluation process is independent from the treatment process; while
evaluations can occur at possible receiving ABA treatment agencies, this should not be emphasized or
mandated.

Administrator Tip:

Complex odifficult evaluations should be directed to highly experienced, specialized evaluators
competent in providing a full assessment of developmental/cognitive skills and differential
diagnosis in the region to ensure an appropriate level of care. Qualiteafvaluation is key.

Additionally, if a child is in foster care or has medical or psych@iriorbidities or complicationthat
may impact the evaluation, the referral should be made to a highly experienced evaluator given the
complexity of the ase. Itis not necessary that the child is referred to the same agency for both the
initial evaluation and ABA, though that may occur.

The following should be considered complexities, and referral to a highly skilled evaluator who can
conduct full psykological evaluation should be strongly considered whenever possible:

Very young child (under age 3)

Child in foster care or new caregiving situation

Experience of known trauma

Sensory impairment (hearing or vision)

Mobility impairment (not yetwvalking, physical condition impacting ambulation)

Medical conditions (e.g., extreme prematurity, seizure disorder, traumatic brain injury, known
genetic condition, etc.)

Psychiatric conditions known or highly suspected

0 Suspected intellectual disability

O OO0 O0Oo

o

Administrator Tip:
It isespecially important for cases with complexities that clinical directors within each PIHP refer
families to weltrained, highly experienced evaluators for comprehensive assessment.

11



Chapter 2. Evaluator Credentials, Super vision, & Professional
Development

For full policy information, please reference the MDHHS Medicaid Provider Manual,
https://www.mdch.state.mi.us/dchmedicaid/manuals/MedicaidProviderManual.pdf

Evaluator Qredentials

Accurate and useful evaluation of ASD and associated conditions takes a combination of reliable and
valid tool use, a review of robust history and presenting symptoms and needs, and clinician experience
with the full range of ASD and associated conditithserta & Lord, 2012). Minimally, clinicians
completing evaluations favlichigan Medicaid AutisiBervicesire required tomeet Qualified Licensed
Practitioner (QLP) evaluation criteria.

The diagnostic evaluations are performed by a qualified licensed practitioner working within their

scope of practice and who is qualified and experienced in diagnosing!ASLINE A RSNRa f A0Sy a
clinical experience, in accordance with ethical guitkdj determines competency and scope of

practice. Examiners must have the right and capacity to determine when a referral is outside of their

scope of practice. It is the responsibility of each PIHP/SRtiblensure access to appropriate clinical

care, irtluding in instances when a particular region may have a local provider with appropriate

expertise. If a PIHP/CNBRdoes not have an appropriately skilled provider locally to complete an

evaluation, the child should then be referred to an appropriatevider elsewhere.

Attendance at the ADGStwo-day training workshop is not sufficient for evaluators to be
properly trained on the ADG&or for ASD evaluation. Additional training and supervision are
required.

QLPs should review how their A8Idical experience fits the best practice guidelines outlined in this
document.Further,QLPs whose clinical experience is not consistent with best practice standards should
seek supervision for conducting evaluations. Supervisiostbe performed by almician with ASD

clinical evaluation expertise, regardless of licensure type.

The following should be considered for QbB&reconducting ASD evaluations:

Do I meet the policy defined QLP criteria?

Do I have the proper clinical experience with thé age and range of ASD seen for
Michigan Medicaid Autism Serviées

Am | able to evaluate for common differential and comorbid neurodevelopmental
conditions?

If, by degree or training, | am limited in the range of tools | can utilize in my evaluation
do I have access to team members to whom | can refer to complete those portions of
evaluation when needed?

Scope of practice is defined as the procedures, actions, and processes an individual is permitted
to perform based on professional licensutgining experiences, supervision, and demonstrated
competence. Know your skill set and scope of practice! Itis professional, respectable and thfz=
right clinical decision to refer to another clinician if the referral is out of your scope of )
competence


https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf

SuccessfuhSDevaluatorsmust show mastery of

Normal developmentranging frombirth through young adulthood

Full range of ASD evaluations and treatment planning

Comorbid and differen&l diagnosis of ASD (be a wrelunded clinician)

When to seelconsultation or support for difficult and/or unclear cases

The ability towork with other professionals who can provide other necessary components
(neurology, psychiatry, BCB#yeech/language or occupational therapy providers

Referral Screening & Follow -up Consultation Considerations

PIHPs or regional CNBR will refer cases to QLPs for an ASD evaluation. Evaluators receiving referrals
shouldensure they are able to able to provide the needed assessment for that individual. Every case is
unique and may require specific skills for an accurate and appropriate evaluation. Evaluators may need
to request support or refer back to the PIHEMHSPwhenthey are not able to accept the referrdlo

avoid possible bias and conflict of intere®t,. B shouldnot conduct evaluations and provide treatment

for the same individualThis does not mean that evaluations cannot be conducted bytreating staff

in thereceiving or treatindABA agency. Howevdamilies should have choice of ABA providers

following the evaluation. Furthethe PIHRs responsible for reviewing the evaluations and

determination of medical necessity to monitor for appropriateness of determination and
recommendations.

Figure 3.1The following flow chart should be consideregldvaluators when receiving a referral:

’ Referral Review Process for Evaluators

Conduct caregiver interview of developmental, medical, behavioral & family history.

Are the presenting issues within your scope of expertise/practice?

If yes l l If no

Conduct comprehensive ASD evaluation.
Is your obtained data sufficient to determine
clinical impressions & treatment
recommendations?

Summarize referral complexities &

contact PIHP for case reassignment.
Do not administer ADOS-2/ADI-R.

If l If no —
yes DO Work within your
Refer to team member or PIHP scope of practice!
for completion of additional DON'T Accept referrals
evaluation components, outside your expertise,
l DO Rely on the network of
MDHHS ASD providers.
Review & integrate all data. No one is all knowing!

Conduct feedback session & share your report
{or have the supplemental evaluator do so),
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Evaluator Supervision Requirements

Evaluators are required to follow supervision guidelines outlined by Me&inhiganprofessional liensing
board(see Appendix @r the Michigan rules for LLPs and T)LEsaluators are also required to meet
experience and supervision requirements for proper ASD diagnostic tooAttemdance at a tweday
training workshop is not sufficient for new evaluatoit® perform evaluations withoutsupervision
from an experiencedASD evaluator.

Evaluators are responsible for seeking appropriate supervision based on 1) ASD evaluation ¢
needs and 2) licensure requirements. Most clinicians new to ASD evaluation and the use of ASD
evaluation tools will benefit from supervisidrom an ASD specialist, including clinicians who do

not need supervision based on their licensure status.

Appropriate clinical supervision is defined as an active process whereby a more senior or expert
member of the same profession providieservention to ensure appropriate practice, clinical care, and
clinical skill building of a junior member or colleague (Bernard & Goodyear, 2009). Supervisors providing
support for evalators seeing individuals fddichigan Medicaid Autism Servicesisthave experience

in ASD evaluation such that they are able to adequately provide clinical guidance to the evaluator.
Notably, clinical supervision should be seen as distinct from agency or clinic related administrative
supervision. In some regions or @) this may mean evaluators will need to have supervision with
individualsoutside of their agency/clinicThe use of telemedicine for supervision is allowed.

Administrators need to be aware that adequate clinical supervision by a professional with AS
experience is required and allow for this support for their evaluator(s). Administrators and
evaluators should contact the local PIHP atiet PIHP can contact other regions for the expertise
needed for the child. MDHHS will only be contacted when tHelP has not found a clinician within
Michigan. ThePIHPmay also do a sole source contract with a clinician outside the PIHP system
is not acceptable for a child to not get a thorough evaluation due to a PIHP having adack
expertise within the system.

Supervisors should have ASD training and expertise; supervision should be an active proces
simply cesigning reports.Supervisors should be thoroughly discussing all cases with evaluators
in which they are signing off on reports.

Evaluator Ongoing Training & Professional Development

Toprovide useful ASD evaluations, evaluators need to stapgate with information regarding ASD
evaluation, treatment, and management. Evaluators are encouraged to attend local, state, and
national trainings, especially those related to best practicB A%aluation. Given the shared features

of ASD with several disorders and the high rates of comorbidity with other developmental and mental
health conditions fochildrenwith ASD (Hartley et a22008; Stadnick, et.al015), training in

differential andcomorbid diagnosis is strongly recommended. Evaluators are also strongly encouraged
to attend booster trainings on ASD tool use (e.g.-R@Rhd ADGO3) to ensure that these standardized
instruments are being used appropriately. Even well trained anahhigxperienced evaluators show

drift in psychological assessment tool usage without recalibration (@viatimat, 2009); as such, this

14



recommendation for ongoing training should be seen as relevant to all evaluators, even those with
extensive training andxperience. Additionally, professional development and consultation with other
ASD evaluators enhances the skill set of the entire network. The MDHHS Batigoedeam sends
newsletter emails regarding upcoming ASD related trainifigsluators foMichigan Medicaid

Autism Servicesire strongly encouraged to attend supported trainings in ASD evaluatigsk your

PIHP autism coordinator to add you to the MDHHS Autism GovDelivery newsletter and outreach
communication.

15



Chapter 3. Comprehensive Diagnost ic ASD Evaluations

Policy for Michigan Medicaid Autism ServicesEvaluations

It is the intent ofMichigan Medicaid Autism Servicgslicy to provide a comprehensive, best practice
evaluation for ASD. The goal of the evaluation process is to assist in determining the range of needs for
the childbeing assessed. Simply determining a diagnosis of ASD does not provide information about
what thatchildmay or may not need for appropriate care and managemédcess to Applied Behavior
Analysis (ABA) treatment is only one component of a comprehensive evaluation and should not be seen
as the single intent for the assessment. Furthie évaluation diagnostic and needs assessment is
intended to occuregardlesf whether the childreceivesan ASD diagnosighe goal is for the

evaluation process to set the path to appropriate care and management for all individuals assessed.

A full rarge of CPT codes have been approved for evaluator usage to coversetmmpive assessment
through Michigan Medicaid Autism Servicasd allow evaluators to be adequately compensated for
their time. Evaluator credentials for CPT code usage must meet stigdizense and billing guidelines
within their scope of practice.

Medical Necessity Criteria for ASD

To meet melical necessity criteria favlichigan Medicaid Autism Servigdie individualmust
demonstrate substantial functional impairment in sociafrenunication, patterns of behavior, and
sacial interaction Functional impairment may be defineddyi KS y S3al 6 A @S | aLISOI
0SG6SSY 'y AYRA@GARdIzZ t |yR GKIG AYRAGARdZ t Ua
Qubstantial impactould be observedy G KS A WdRptie@ skisizuth@scial,
educational/occupationakand physical functioningThese deficits arevidenced by meeting criteria A
and B (listed below):

The Medical Necessity Criteria for ASD are the B38D5ymptoms

For reviewDSM5 Symptoms of ASIARA, 2018

A. The child currently demonstrates substantial functional impairment in social communication
and social interaction across multiple contexts, and is manifested by all of the following:

1. Deficits in sociaémotional reciprocity ranging, for example, from abnormal social
approach and failure of normal baekd-forth conversation, to reduced sharing of
interests, emotions, or affect, to failure to initiate or respond to social interactions.

2. Deficits in nonverbal communicative behaviors used for social interaction ranging, for
example, from poorly integrated verbal and nonverbal communication, to
abnormalities in eye contact and body language or deficits in understanding and use of
gesturesto a total lack of facial expressions and nonverbal communication.

3. Deficits in developing, maintaining, and understanding relationships ranging, for
example, from difficulties adjusting behavior to suit various social contexts, to
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difficulties in sharingmaginative play or in making friends, to absence of interest in
peers.

B. The child currently demonstrates substantial restricted, repetitive and stereotyped patterns of
behavior, interests, and activities, as manifested by at least two of the following:

1. Sereotyped or repetitive motor movements, use of objects, or speech (e.g., simple
motor stereotypes, lining up toys or flipping objects, echolalia, and/or idiosyncratic
phrases).

2. Insistence on sameness, inflexible adherence to routines, or ritualizedrpatof
verbal or nonverbal behavior (e.g., extreme distress at small changes, difficulties with
transitions, rigid thinking patterns, greeting rituals, and/or need to take same route or
eat the same food every day).

3. Highly restricted, fixatethterests that are abnormal in intensity or focus (e.g., strong
attachment to or preoccupation with unusual objects and/or excessively circumscribed
or perseverative interest).

4. Hyper or hyporeactivity to sensory input or unusual interest in sensory atpef the
environment (e.g., apparent indifference to pain/temperature, adverse response to
specific sounds or textures, excessive smelling or touching of objects, and/or visual
fascination with lights or movement).

Perthe MDDHS Medicaid Provider Manutide following requirements must also be met in order to
enroll an individual in BHT/ABA services through the Michigan Medicaid Autism Services:

Child is under 2 years of age.

Child received a diagnosis of ASD fro@Ldeutilizing valid evaluation tools.

Child is medically able to benefit from BHT/ABA treatment.

Treatment outcomes are expected to result in a generalization of adaptive behaviors across

different settings to maintain the BHT interventions and that they can be demonstrated beyond

the treatment sessions. Measurable variables may include increased-somialunication,
interactive play/ageappropriate leisure skills, reciprocal communication, etc.

1 Coordination with the school and/or early intervention program is critical. Collaboration

between school and community providers is needed to coordinate treatment and to prevent

duplication of services. This collaboration may take the form of phone waiten

communication logs, participation in team meetings (i.e., Individualized Education

Plan/Individualized Family Service Plan [IEP/IFSP], Individual Plan of Service [IPOS], etc.).

{ SNBAOSa NB 6fS (2 0S5 LINE JAdSIHR cantgralinigsS OKA f RO

Symptoms are present in the early developmental period (symptoms may not fully manifest

until social demands exceed limited capacities, or may be masked by learned strategies later in

life).

1 Symptoms cause clinically significempairment in social, occupational, and/or other important
areas of current functioning that are fundamental to maintain health, social inclusion, and
increased independence.

1 A qualified licensed practitioner recommends BHT services and the servicesdimaly

necessary for the child.

1
)l
1
)l
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documented in the IPOS. Families of minifdren are expected to provide a minimum of eight
hours of care per day on average throughout the month.
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Essential Components of a Comprehensive ASDEvaluation

Before considering the essential components of the ASD evaluation, it is important to highlight the
goals of the evaluation process. In the contextMi¢higan Medicaid Autism Servicegaluations, the
goals generallinclude

Determination of accuratelinical diagnosis or diagnoses

Guiding treatment planwith all treatment recommendationbased on results

Proof of medical necessity for access to care (e.g., ABA & other treatments and services)
And, most importantly, to help the individual & family!

The most important goal of the ASD evaluation is to help the individual and family! Spend time
0KS OKAfR FYR gA0K O NBIAODSNHEOD I 2YyaARSNI Fa{Ay3a i
fATS SIFaAaASNI F2NJ @2dz Iy R LSARYIANI gOKIATET RKKEl VIR T

The first step in the assessment process being helpful is creating a team approach in w
the family feels at the center in all aspects of the evaluation process, from the initial
interview to the feedback session.

The differential diagnosis of ASIDd related conditions requires multimodal assessment and
integration of clinical information. This is a complex assessment procedure in which clinicians must
integrate data from caregiver report, records (e.g., medical, school, other evaluations)@llat
reports (e.g., teachers, other treatment providers), data gathered from utilization of standardized
psychological tools (e.g., developmental, cognitive, adaptive assessment), and the observational
assessment to determine diagnostic and clinical imgiass. The utilization of multiple data modes

and sources improves the reliability of ASD diagnosis (Huerta & Lord, 2012). No one piece of data
determines the ASD diagnosiénd evaluators should consider the accuracy of data and confounding
factors thatmay impact data obtained (e.g., parent who seems to be overly negative about the child,
child who was intensely shy during observational assessment).

The ADO& and ADR alone are not sufficient for a comprehensive evaluation of ASRiéhigan
Medicaid Autism Services.

Developmental, cognitivedaptive,and language levels are needed to properly code and interpret
data from the ADOQ and ADR. Specifically, many of the items must be interpreted based on the

O K A rioRv&al metal age (spatial and fluid reasoning skills) or expressive language level. Knowing
these skill levelgenerally requires direct assessment of skillstb@m, et al.,2011). Testing, such as
developmental or intellectual assessmesihould be completedlt is difficult, if not impossible, for
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even highly experienced evaluators to guess or estimate the nonverbal mentaf agdildwithout
data. Per the ADO8 manual Lord et al., 2012p. 6):

Additionally, information aboutah Y RA @A Rdzl t Qa O23yAGAGS | yR I y3d
interpret communications and social behaviors for the purpose of making a clinical diagnosis of
ASD.

Moreover, the psychometric properties of ASD diagnasstruments(e.g., ADO & ADIR)are based

on tool use by evaluators with a high level of ASD experience and expertise who have obtained
research level reliability with the measureofd, et al., 2012 While the tools are still useful with

clinicians not reaching research reliabilitgpecially in ASD and developmental assessment clinics,
community-based utilization of these tools very likely results in less reliable administration, coding, and
instrument classification based on the experience of the clinician (K2ecger, et a) 201§. Thus, it is
essential that evaluators take the time necessary with the caregivers and individual being assessed to
form clinical judgments and use the tools properly, but not solely, to gain the data needed to make
reasonable diagnostic impressions.

Administrator Tip Evaluators should be spending at an absolute minimum two hours, but more
routinely up to six hours of direct fage-face time with the family and child being assessed. Face
to face time can be conducted in clinic or via videlehealth. Following direct time, evaluators

need several hours for scoring, record review, data interpretation, and report writing. This indirect
time is essential for diagnostic accuracy and making the evaluation helpful to the family.

At a minmum, evaluators should have at least two hours of fateface time(in clinic or telehealth)
with the caregiver ancthild being assessed, including some time outside of ABOSWJASD
symptom history interview/ADFR administration to allow for additional observation and clinical
information gathering.

The use of a team approach with multiple evaluators having direct observation ohifcdbeing
assessed may be useful and improve diagnostic reliability cesdfyefor less experienced evaluators
(Stadnick, et al 2015, Daniels, et a011) The evaluation team can be multidisciplinary. The
evaluation team should be led by a highly experienced physician or licensed psychologist

In some clinicsevaludion teams work on components of ASD evaluations simultaneously to reduce
the time in clinic for families and to allow forultiple observers to assesise child. Other clinics have
different evaluatorsvho meet with families at separate appointment timesich as the AD@5with

one evaluator one day and speech and language assessment on anoth&hdeyare many excellent
approaches to team evaluations for ASD.
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Below is one possible example of a team assessment approach:

Evaluator #1

Evaluator #2

9 Discuss proposed evaluation battery

1 Review referral, screening measure, and available medical & educational records

With caregive(s)

9 Clinicalinterview
1 Interview of ASD symptoms or ARI
1 Adaptivebehaviorinterview

With childreferred for ASD evaluation:

91 Developmental or cognitive evaluation
1 Observations during direct testing
1 Informal play observations

ADOS coded

E

Both evaluators discuss appropriate ABD®&odule based on data gathered
One evaluator administers the ADQ@8Svhile theother evaluator observes

Both evaluators review all data and discuss clinical impressions and recommendations

1 Follows up on any needed records or
information

Writes report

Conducts feedback session with
caregiver(s)

= =

9 Provides written behawral
observations for inclusion in clinical
report

ASD evaluations are demanding and timensive. Evaluators should not be expected to complete
multiple ASD evaluations per day, or the error rate in diagnosis will very likely increase.

Evaluators should consider conducting assessments at a developmentally appropriate time lebday.
example, yung children should not be assessed during routine nap tiares schoclhged children
may be fatigued following a full day of school. The adttmined from the assessment should be
compared to what is reported to be typical for that chiBload impressions should not be made on
data that is not consideretypicalfor the individual based on feedback by caregivers who know the

child well.

There are many downsides of doing the bare minimum for diagnostic evaluations: over diagnos
missed diagnosis, lack of response to treatment due to missed comorbidities, and poorly defined

recommendations.
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The following reflects thessential components to be covered:

Essential Components of ASD Evaluation for Michigan Medicaid AuSsmnvices

Caregiver Interview 0 Developmental & medical history

0 Emotionalandbehavioral functioning

0 Family & trauma/ACES history

0 ASD symptorhistory/ Autism Diagnstic Interview Revised
Record Review & Collateral 0 Medical providers
Input 0 Cther treatment providers

0 <hool/teaches
Developmental/Cognitive & 0 Developmental Disabilities K A f R NB yAs3dssnirit calé f
Adaptive Behavior 0 Vineland Adaptive Behavior Scalassimilaradaptive measure
Assessment O Appropriate cognitve measuré 8 SR 2y OKAf RQa

developmental level

Observational Assessment 0 Autism Diagnostic Observation Sched@ad Ed.

0 Clinicalobservations

0}

Integration of Clinical 0 Caregiver report
Information 8 Records + collateral report

0 Developmental/cognitive & adaptive behaviassessment

0 Observational assessment

@

Diagnostic Conclusions & Recommendations

Caregiver Feedback 0 Face tdface feedback sessidim clinic or video telehealth)
0 Clinical report with high priority recommendations
Clinical Report 0 Clinical report with diagnostic impression(s) & justification
0 High priority recommendations
0 Referrals
0 Resources
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TheClinical Interview & aregiver Report of ASD Developmental Symptom History

Interviews are used to gather caregiver reports on @& A cuiReft@nd past functioning. A clinical
interview in addition to ASD specific interviewing is essential for differential and comorbid diagnosis of
ASD, as well as for proper treatment planning. A clinical interview and interview of ASD symptom
history (e.g., ADR orequivalent) are required fovichigan Medicaid Autism ServiceSvaluators

should be aware that the AIR (or SCQ) used in isolation does not meet this requirement.

Clinical Interview

The clinical interview is the foundation of assessinin all disciplines of mental health and allows
clinicians to gather a great deal of historical and current information regarding a range of potential
presenting and associated concerns (Gorgens, 2011; Sdftaraganet al, 2015). For the purpose of
ASD evaluations, domains related to emotiebahavioral, medical, and family functioning should be
covered in the clinical interview.

It is impossible to conduct differential and comorbid ASD evaluation without a thorough clinic
interview.

Domains to be covered in the clinical interview for ASD evaluations:

Medical history (birth history, health status, medication use, seizures, head injury)
Systems, including sleeping, eating, and toileting

Developmental milestones and prags

Previous & current evaluations/treatment

Educational history & services

Emotional &ehavioralfunctioning

Temperament

Individual & family strengths (Sabapathy, et 2017)

Caregiving situation (support, custody, neglect, abesadangement, etc.)
Individual/family stress & difficulties (Adverse Childhood Experiences, trauma, parental stress)
Family psychiatric history

ASD Symptom History Interview

The caregiver ASD interview can be completed by 1)-semctured tool used.g, ADIR or other) or 2)

by equivalent interviewing of current and ASD historical symptoms. Both methods are acceptable in
combination wth a clinical interview foMichigan Medicaid Autism Servicegaluation. Given that

ASD is a developmental diserdand a requirement for diagnosis includes that symptoms, though not
necessarily impairment, presented during the early developmental period, it is essential to obtain both
current and historical information regarding ASD sympt@Af2A, 2013Shattuck, 207). This means

that evaluators will be interviewing caregivers about & A $o&adbahavioral presentation at the
individual® present agandas a young childNotably, 0 K A daiy @résentation may bsimilar or

quite different than thér current presentation, so both time periods should be assessed in the
interview.

Autism Diagnostic IntervielRevised (ABR)

The ADR is a semstructured interview designed to aid in the diagnosis of ASD. The tool is
administered to caregivers ehildrensuspected of having ASD. Use of the tool assumes the caregiver
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of around 18 months (Lord, et al., 1994). The evaluator must have experience withewiag/and
working withchildrenwith ASD to be effective. The tool developers recommend users receive training
or use the video training package prior to using the-RRlinically. Further, the tool should never be
used in isolation for the diagnosi$ ASD, but rather data from the ARImust be integrated with other
clinical and observational data.

Done properly, the ABR generally takes around two hours to administer by experienced examiners
(Lecouteur et al., 2003 The tool was developed to aigsearchers in consistency in ASD diagnostic
interview methods across research settings but has been successfully applied in clinical use (Lord et al
1994; Zander et al., 2017). The tool has sound psychometric properties and interrater agreement when
used by trained examiners (de Bilt et,&015; Lord et al., 1994). However, some studies suggest the

tool may overidentify individuals who are severely and profoundly impaired (Nordin & Gillberg, 1998)
and may be less accueawith very young children @Bilt et al, 2015; Gray et al., 2008). The use of

the ADIR can be helpfuh standardizing ASD interviewing, which may be particularly useful for less
experienced evaluators, but proper use takes substantial time andiméythe time available for

other data gathering during the ASD evaluation.

Interview of ASD Developmentalrfsgtom History

Please see the ASD Developmental Symptom History Interview handout, which covers the domains to
address irthe ASD interview in Appendixand by hyperlink
(https://www.michigan.gov/documents/autism/Developmental Symptom_History Interview Best Pr
actice_638467_7.pif

General limitatios of interview data

Caregivers often provide a wealth of information on teéldbeing assessed. However, as with all
assessment modes, there are limitations to caregiver interview data whether collecteddoyi
structured tool oran open interview. There are severgdotential limitations tointerview data for ASD
diagnosis, such as the caregiver having insufficient information oohife(this is addressed in the
section on factors that complicate ASD evaluation), caregiver comprehension defgifséregiver
with intellectual disability), and caregiver reporting big@iccessful interviewsvith caregivers with
intellectual disabilityare possiblevith appropriate considerations and techniqu@sollomotz, 2017)

Tips for interviewing caregivs with Intellectual Disability:

Be patient and allow adequate time for the interview

Allow time for processing and do not seem rushed or hurried

Treat the caregiver respectfully (agppropriately) and not in a chillike manner

Keep language simple drclear

Avoid using technical jargon (this tip applies for all families!)

Assess for comprehension of questions

Avoid using multpart questions

Know that the caregiver may be more susceptible to recency effects in responding

Ask the caregiver to share stes that may help to elicit information regarding the behaviors
0SAYy3 Ay@SaiaAalriSR o0Sdads gKIG R2Sa wOKAf RQa
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Be cautious of caregivers who may be overly agreeable or wish to please the examiner by
answering yes to many questisn

Be aware the caregiver may be sensitive to answering questions that they perceive as showing
parenting behaviors ia negative light due to fear of the child being taken away; this is a real
fear, as parents with ID disproportionately hastgldren removed despite supports that are
effective at addressing caregiving concerBsdthet al, 2005; Tarletoret al,, 2006)

Caregiver bias in reporting is a common difficelicountered by ASD evaluators. Caregivers can over
report or underreport ASD symptoms, both of which cause challenges in data interpretation and the
assessment process. It is often useful in both circumstances to start with broaeeoged questions
and thenusemore symptom specific questions as needed. Additionally, vitherclear that there may
be caregiver reporting biag can be helpful to partner with the caregiver to determine and clarify the
goal of the evaluation and how the data you are gathering will help to meet that goal.

As noted, interview data shoultever be used in isolation in making an ASD diagnosis. Supporting this
point, there is robust data showing that the combination of ASD interview and observational data
results in better ASD diagnostic accuracy and should be the standard of care; fofttter two

assessment methods, the observational assessment for ASD demonstrates better diagnostic accuracy
than interview data (Zander et.aR014) and is less susceptible to parental concern (Havdah| et al
2017).

Collateral Input &Record Review

It is important for examiners to gather input and relevant records from school, meditdlother
ancillary treatment providers. Collateral input and review of records helps to ensure that no major
information that couldmpact clinical impressions and recommendations will be missed. Further,
record reviewprovidesadditional inputaboutthe childin different contexts and/or by other reporters
who know thechild. It is particularly important to obtain teacher input (e.opterview, rating scales,
written observations) for schoalged children as thigrovidesinformation about behavior in the peer
social context. If the individual is receiving ABA services, review ABA assessments, progress, and
response to treatment; ideally, the BCBA should partner with the evaluation team to provide
collaborativeinput.

Records and collatal information should be obtained before diagnostic and treatment
recommendations are formulated.

Collateral reports from teachers and other treatment providers are particularly important whe
interview and observational data differ.

ObservationalAssessment

Observational assessment is a core component and should always be included in the evaluation of ASD
(Gothamet al,, 2011; Zander et al2014). It is important to note that observational assessment is
essential even when the ADQSannot be ged for coding or classification (some of these instances

are reviewed under factors that complicate ASD evaluation).
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ASD is a heterogeneous condition with a wide range of presentations; thus, evaluators must be familiar
with the full range of ASD presentations frdnighlyverbal socially interested individuals thosewho
are nonverbal and lack social responsivity.

¢KS @lIftdzS 2F (GKS 20aSNBIFGA2Y L aasSaaySyd Aa ol &t
range of ASD signs and symptoms; this takes a great deal of practice and experience. New

evaluators who have only been through the tdlay workshop on the ADS2 will require

additional practice, training, and supervision to use the tool properly and ethically.

Unstructured Ipformal) Observations

A range of observations in different conte#nd situational demands is useful for ASD evaluation.
Evaluators are encouraged to incorporate clinical observations, including those seen ofitbiele
semistructured observational assessment, into the overall clinical formulat@pservations withat
structure orprobesprovide a useful sample of typical behaviors and interast should be included in
addition to the semsstructured observational assessmd@oldstein & Ozonoff, 2018)Jnstructured
observations can be gathered any time, inclughg the waiting room, walking to the testing room,
break time during testing, down time between the individual and caregiver,Ficther, some
caregivers may wish to share home videos depicting notable behavidiref these observations are
helpful for the overall clinical impression.

Autism Diagnostic Observation Sched@econd Edition (ADQ$

An observational assessment, such asAEO S, is a required component of th&SD evaluation for
Michigan Medicaid Autism Servicasd should be utilizedhen clinically appropriaténotable

exceptions are discussed in the differential anda@pl populations sectiond this guidelins manual.

While highly useful datdhisis intended to be only one component of the comprehensive ASD

evaluation and should never be used in isolation, but rather utilized as part of an integrated assessment
with multiple domains and sources (AD@Banual Lord et al., 2012 Of note,wheneve possiblethe

ADOS should be used as it was standardized cliniebased settingand not at thet | Y's\hbnéeQ

While homebasedor videoobservations can be a useful component of ASD evaluation in some cases,
the clinical tools should be administeréllowing standardized administration practicetienever

possible. Components of the tool can be conducted via remote telehealth assessment, though this (and
utilization of PPE in clinic) are considered nonstandard administrations and as such thealgoridim

score cannot be use@ee Considerations for Telehealth, Hybrid & Modified Evaluations)

Use of the ADG3 alone is not sufficient for a comprehensive evaluation and should never be u
without multiple other assessmembmponents.

Moreover, ADOR algorithm cutoffs determine instrument classification and not diagnosis; diagnosis
should always be based on integrated clinical judgnaerd not the score on a measure or even a
combination of measures (Gothaat al, 2011).

As noted in the ADG&Smanual(Lord et al., 20120. 56) and by the test publishers (WPS ABDSAQ
website please seéttps://www.wpspublish.com/app/OtherServices/FAQs.aspx#FAthe ADOL
should be used by evaluators who:

have prior experience with individualized testing,
GSEGSYyar@dS SELRadzNBE G2 ! {5X¢
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received proper workshop andrf video package training on administration and coding of the

ADOS and have studied the AD&@3mnanua)

hadadditional exposure to tool use outside of forntkgnosticevaluationsandthe ADOS

G2N] aK2L) G2 Fftf26 F2 N ads@dnvehdachiitiés afdlcompléteh  NA G & & A
confidence that they can appljé coding categories accuratdly;

had additional practice exposumitside of diagnostic evaluatioss defined byt & FSg & wmn
LIN} OGAOS aSaaAizya o6H LIS Niderapl&akgiedence inondl) S t dzl G 2
behavioral observation and individual test administrati@r those with less experience,

SOIFfdz G2NB aYl @& ySSR O2yaARSNIo6fe& Y2NB LINI OGAO
coding the ADOS8 Taad

are using the tool whin their experience, scope of practice, and professional credentials.

According to the ADGS publisher and test developers, the tvday workshop on the AD@Sis
intended to provide basic training and familiarity on administration and scoring dbtiidor

those with prior extensive experience with ASD. The AD@68rkshop is specific to tool use and is
not intended to be a comprehensive training in clinical ASD evaluation.

One challenge of the AD@Xan be proper modulselection. Module selection should be based on:

 First, he O K A éxptesive language level, and
Secondarily, theD K A dg& Q &

Evaluators should use obtained language data from direct language evaluation or the adaptive behavior
measureto have an iitial determination of the correct module; please see page 12 of the ADOS

manual for suggested expressive language level equivalent age cut suggestions. However, evaluators
are reminded to base module selection on the language uttered during the cotiteke ADO
administration, even if language levels differed at other times (coding of itenN&13bly, using the

incorrect module results in a substantially higher rate of misclassificatad €t al., 2012

Although a valuable coponent ofASD evaluatiag) the ADOZ has some limitations of which

evaluators should be aware. First, there are notable populations for which the tool cannot be utilized
based on lack of inclusion in the standardization sample. This includes individuals wilityrissiies
(must be ambulatory) and sensory (vision and hearing) impairm&htstool has not yet been

validated for use with PPE or via telehealtkdditionally, there are some clinical presentations that

may impact the individu& performance and psentation in the ADO3, such aghildrenwith severe
anxiety orselective mutism who have variable social presentatignsng children with severe trauma
and attachment historiesand childrenwith extreme behavioral conductOther individual variable
factors, such as illness and lack of sleepy impact performance in an observational assessment.
There is also some data that the AD®Day not allow for adequate expressions of RRBs, especially in
Modules 3 and 4 (Kuhfeld & Sturm, 2018). Finallg,ihportant to note that the ADGZ has adequate
psychometric properties, but, as with all assessment measures, results in both false positive and false
negative classifications, even when the tool is used by highly experienced (i.e., research reliable)
evaluators. These factors again highlight the need to useotitainedobservational data in

combination with multiple modes and sources of information.

The ADO& cannot be used in a standardized manner or scored for individuals who are non
ambulatory @ who have vision or hearing impairment
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Assessment oDevelopmental, Gognitive & LanguageFunctioning

Given that ASD isreeuradevelopmental disorder, it is essential to understand the developmental,
cognitive, and language functioning of tbleildto properly interpret the social communication and
interaction behaviors exhibiteduring the evaluation Further, this informationgdes programming,
intervention decisions, and future planning. Direct assessment of developmental, cognitive, and
language skills is strongly recommended. Language assessment can be conducted as part of the
evaluation process, including language compareembedded in developmental and cognitive
measures and/othroughformal measures of speech and language skills. Comprehensive speech and
language evaluation can also be suggested as part of the evaluation recommendations when not
completed, butclinicdly warranted.

Yy2gf SRAS 2F G(GKS OKAfRQaA y2y@SNbBLIFf YSydlf adl (dz
proper coding of the ADG&

Cognitive skills are more variable in individuals with ASD than in the general population (Courchesne et
al., 2018; Joseph et al2002; Mandy et al 2015; Oliverafkentas et aJ 2012). Determination of

cognitive abilityrequires ongoing evaluation of cognitive skills until multiple assessments suggest
consistency in th® K A dodghi@e profile. Despite a flgh portion of individuals with ASD presenting

with language impairments, many individuals have intact nonverbal intebd¢skills (EBmbonne,

2005) Therefore, cognitive skills should be assessed by domain and not only globally. Further, there is
someevidence that commonly used tools, such as\echsler intelligence scalamay underestimate
intelligence for children with ASD (Nadar et 2D14). Evaluators should have experience with a range

of cognitivemeasuredor childrenwith ASD, includingssessment for those who ar®nverbal if

accepting such referrals.

Young children are often more difficult to assess than older children, teens, and adults. Assessment
can be particularly challenging for young children suspected of having ASD. Eogeviih

standardized assessment of young children is essential for ASD evaluators. The use of positive
behavioral management skills (e.g., when to use praise, active ignoring, etc.) and a flexible approach
(e.g., use of breaks, seating modifications, )etdthin the bounds of the standardized instrument are
helpful skills for evaluators to have and use when evaluating young children (Courchesn2@t&l
Despite some challenges, there is great value in having baseline developmental/cognitivetidorm
and completing tracking or ongoing assessment of developmental skills. Firstly, both expressive
language level and nonverbal 1Q are strong predictors of response to early intensive behavioral
intervention. Secondly, early intensive behavioral imétion is associated with gains in

developmental and cognitive skills (Eldevik, 2009; Howlin.g2@09); assessment of these skills in a
standardized manner documents treatment gairiiven the variability in skills and potential for
improvement in response to interventionabeline assessments of young children should not be used
for longterm intervention planning.

Cognitive or developmental evaluation should be strongly considered in the following circumstances:

Thechildhas neve had cognitive testing completed

Thechildhas not had recent (withithe last year) cognitive testing

Thechildhas not shown consistency in cognitive skills in two previous assessments
ThechildRa O23yAGA DS &1 aclodgdievidis gBgsmensSy O NAF 6f S
One or more of the following conditions are suspected:

=A =8 =8 -8 -4
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Developmental delay

Intellectual disability

Language disorder

Learning diorder

Giftedness

Other comorbid conditiosrequiring further assessment

O OO O O0Oo

Adaptive Functioning

Adaptive functioning referstb y A Y R A Gtb-Bagiaisé dd skillsRdrass a range of domains for
personal and social sedufficiency in life Childrenwith ASD often struggle with using their skills to
function adaptively in life. Discrepancy bewvemgnitive skills and adaptive baviors are evident

from toddlerood through adulthood in individuals with ASD and often become more pronounced with
age (Jacobson & Ackerman, 1998jlaptive behavior deficits are seen in individuals with ASD who
have ntact intellectual skillsKenworthy et al., 2000 The most pronounced deficits for individuals

with ASD are typically seen in the communication and socializdtorains(RaySubramanian et al.,
2011;Ventola et al., 2007)Understanding thé K A dddpvé& behavior profile is helpful in differential
diagnosis (Mossman Steiner et,@012) and often crucial to effective intervention planning. Thus,
adaptive behavior assessment is a key element in autism evaluation.

Assessment of adaptivedzy OG A2y Ay3d KSfLlA G2 RSIGSNXYAYyS (KS dadad
requirement for medical necessity.

Caregiver Report of Adaptive Behavior

There are many tools developed to assess adaptive behgplease see Tabkelfor a review of
adaptive béavior assessment tools)rools that allow for sersitructured caregiver interviewinguch
as the Vineland Adaptive Behavior Scales (Sparrow @041 may be seen as the gold standard for
adaptive behavioassessment (Mossman Steiner et aD19. Interview methods should always be
usedto obtain adaptive behaviowhen there are concerns regardiogregiverover- or under
reporting,caregiver comprehensig@and/or caregivereading ability.

Clinician Assessment of Adaptive Behavior

Additionally,i KS 5S@St 2LIYSydaltf 5AaloAfAlASEGGASRVadn& BB Y Q& Df
al., 2007) is a tool that providedinician assessment 6fK S A y RovefAlh adajtivé @Ravicand is

anchored to domainthat are oftenweak for children withPASD On the DBCGAS, clinicians are asked to

rate the level of functional interference for the following domains: a)-satk, b) communication, c)

social behavior, and d) school/academic performance and then to select the descriptive category and

scorell KIF i 0Said NBTFTE SOGa cuiréhSBundlianvgy TheDICGEAS cail BeS usefilA £ RQ &
measure to capture gains in adaptive behavior through intervention when assessing over time.
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Table3.1. Measures for assessimgregiver report ohdaptive behavior in individuals with ASD

Measure Age Range Format/Time Skill Domains Assesse
Vineland Adaptive Birth to 90 years Interview or parent 1 Communication
Behavior Scak (VABS rating form 1 Daily living
3; Sparrow et al., 2016 9 Socialization
20 to 90 minutes 1 Motor
Scales of Independent| Birth to 80+ years Interview or parent 1 Social
BehaviorRevised (SIB rating form interaction &
R Bruininks et al., communication
1996 15 to 60 minutes f Personal living
T  Community
living
 Motor
Adaptive Behavior Birth to 89 years Parent, teacher & 1 Conceptual
Assessment System caregiver rating forms 1 Social
(ABAS3; Harrison & 1 Practical
Oakland, 201p 15 to 20 minutes
Diagnostic Adaptive | 4 to 21years Interview 1 Conceptual
Behavior Scal(DABS; 1 Social
Tasse et al., 20}7 30 minutes 1 Practical

Medical Assessment & Referral

Medical assessment childrenwith suspected ASD and related conditions is considered a component
of best practice evaluation. Ongoing routine pediatric care is essential; this includes well child visit
assessmery lead screening, vision and hearing evaluation, and following theaA&RZDC
recommendedvacdnation schedule As ASD specialists, evaluators are responsible for debunking
commonly held misconceptions regarding ASID waccinatios for the benefit of thechildand public
health. Based on a large body of research and determination by multiple medical organizations, it is
known andaccepted by the medical community that there is no connection between ASD and
vaccinatio (CDC, 2015; DeStefano et al., 2004; Jain et al., Z@fore al, 2014).

While full medical assessment is often outsiie scope oévaluationscompleted fordetermining

medical necessity, referral for assessment by medical specialty providers is strongly recommended
based on information obtained in the clinical interview. Given the increased rates of a range of medical
conditions forchildrenwith ASD and associated catidns, including epilepsy/ seizure disorders,
gastrointestinal problems, allergy and immune system anomalies, and sleep problems (Amaral et al
2011), the following should be considered for medical spiciaferral as clinically indicated based on

the O K A ffiréRedting signs and symptoms

Neurology
Genetics
Gastroenterology
Allergy/immunology
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Finally, individuals with ASD have increased rates of other mental health comorbidiiées there is

no medication that targets the core features of ASDiiiadialsmay require medical management of
mental healthcomorbidities and/or associated aggression and agitation. In such cases, referral for
psychiatric evaluation by a provider with expertise in the management of ASD and other
neurodevelopmental condibns is warranted.

Considerations for Telehealth , Hybrid & Modified Evaluations

Telehealth and hybrid evaluation may be necessargreferredfor a host of reasons, includirmit not
limited to:

1 Ongoing or newy emerging infectious diseases impacting safetfackto-faceevaluations,
1 Familystatedpreferenceand family safety variables (e.g., extremely immunocompromised or
mobility challenged individual)

When alditionaldataA & Y SSRSR ¥F2 NJ i HnShe Goknz énRreninentJNB a Sy G I G A 2

1

9 Accesdo care for those in rural settings

9 Access to highly expemced evaluators in situations of referral complexity who may not be
available in the community in which the family residesd

9 Logistical issues, such assiang the burden of multiple visits to the clinicansportation
barriers, and travel related isss, such as inclement weather

While the Covidl9 pandemic brought many challenges, the approval and implementation of effective
telehealth practices reflects one ray of light in access to care that should continu@gasémic.

Many parents have quations about the impact of the lack of social interaction outside of the family and
increased stress during Covid 19 on child development. While there are undoubtedlyretaded
variables to considecaregiver interactions at home are sufficient i@veloping typical social and
communication skills.

Presented below are considerations for best practice in telehehlitbrid, and modifiedissessment.

Access to Quality Care

Use of telehealth assessment practices may be particularly importaimdogasing access to care

rural areas Children living inural communities continue to receive ASD diagnosis later than children
living in urban environment@Antezana, et al., 2017; Johnson, 2007). Whieeasingcapacity of skilled
clinicians irrural and underserved communities remains a key public health pri¢eighealthmodality
can increase access to timely, quality care. This can be completed entirely over telehealth or in
combination with a local providesuch as a primary care pediatan or a local clinicianTelehealth
assessment can also improve the quality of remote supervision provided to clinicians in rural
communities giving the supervisor a mechanismaioservethe child and the evaluation process.

Similarly, use delehealth methods can allow families access ighly experienced evaluators for
referrals with increased complexitieas denoted in thelifferential andspecial populations secticof
this document
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Safety Modifications Associated with Infectious Dese(S)

On March 11, 2020, the World Health Organization (WHO) designated @9Ha global pandemic.
COVIELY9, which is the infection caused by severe acute respiratory syndrome coronavirus ZJ®ARS
2), has led to millions of ilinesses, hospitalizasi, and deathsvorldwide since the beginning of 2020. In
Michigan and throughout the U.S., there have been widespread effects of the pandemic on the
economy, including high rates of unemployment and impacts ortol@ay operations across various

job secors. Due to the need for mitigation efforts to prevent the spread of Ca@9|Michigan and

other statesinitially implemented stayat-home orders and other public health orders, including limiting
in-person interactions as much as possible, social distancing, wearing masks, and closing schools and
other businesses. COVID has also had a significant impact on théwdey of health and mental health
services. Due to stagt-home orders and heightened safety practices, many health and mental health
providers shifted to increased use of telemedicine practices, which serve to increase access to services
while limiting ghysical contact.

MDHHS expanded the use of telehealth services to allow for greater access to behavioral health services
throughout the state.

Conducting diagnostic evaluations for Autism Spectrum Disorder (ASD) presented a unique challenge in
the time o COVIEL9, and similar challenges will likely be present if other infectious disearvesge

Best practices for ASD evaluations include direct observation of the child, typically inta-face
interaction with the evaluator in close physical proxiniMitigation practices that are essential to
preventing the spread ahfectious diseasémit the use of iRperson observational assessment tools
(such as the AD@8, resulting in the need for significant modification in standard evaluation practices.
The followingincludes recommendations for alternative approaches to traditional evaluation practices,
which may be needed to maintain services duiimfgctious disease outbreaks (such as CaMI[Flu
season, etc.), in cases of a child or family withmmmmised immune systenand for expanding care

to underserved populations, including rurebmmunitiesand families with significant barriets

attending inperson appointments.

Impact of Safety Precautionen ASD Evaluations

Observationaassessment is a core component and should always be included in the evaluation of ASD
(see for example, Gothamt al, 2011; Zander et al2015). For this reason, MDHHS potiagincluded

an observational tool, the Autism Diagnostic Observation Sche8elgond Edition (ADEX, as a
component of ASD evaluations. However, the AR@&s designed and validated to be used viith
person,faceto-face interactions between the child and evaluator to allow for social presses and
20a4SNII GA2Yya iaPbghawioKk S OKAf RQa &20

The publisher of the AD@S Western Psychological Services (WPS), has issued position statements on

the use of this tootluringthe COVIEL9 pandemic (sekttps://pages.wpspublish.com/telepractie£0l).

Regarding remote AD@Sadministratiy/ 3 G KS LJdzof AAaKSNJ adldSazx aLi A& vy
GKA&a aaSaavySyld NBY2(dStez¢e OAGAYy3I GKI G 4pefsBn 204 SND
interactions with close contact between the examiner and individual being assessédri$j the test

publisher advises that iperson administrations of the AD&Sare considered nonstandard given the

need for personal protective equipment (PPE), physical distancing, and other modifications to standard
administration. Notably, the use afear face masksr face shields arstill considered nonstandard

administration.
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These modifications significantyfectthe quality of the social interaction and interfere with the
observations of language use and facial expressions. These position statements clearly caution against
the use of the ADQ3 scoring and algorithms through telemedicine platforms or througpeirson
administration with PPE and other safety practidd$hen utilizing the ADG3 or any other standardized
assessment tool, evaluators should always follow standardized practices as recommended by the test
publisher. Modifications to standardized adnstmation will limit the usefulness of an instrument and
should be considered in the interpretation of the test resuligaluators should consult with the test
publisher as needed to obtain current guidelines on test administration and be up to dateearaks
associated with the test administration and interpretation.

Per WPS, nonstandard administrations of the AD®&an be used for qualitative purposes;
however, scoring and interpreting the algorithm are not recommendedhese administrations.

Best Practices for Conducting ASD Evaluations

Although the ADOS or similar standardizednd validatecbservational assessmeshould always be

used as one component of a comprehensi&Dlevaluation, many evaluators heavily rely anADOS

2FyR GKS FEI2NAGKY a02NB Ay RSGSN¥AYAY3I GKS OKAL R
servicesWhen using modified procedures due to health and safety practices (such as weashkg)

the ADO£ cannot be administered or interpreted as designed, and as such, the measure cannot be

scored(no score can be reportednd the algorithmshould not be interpreted

Instead, components of and specific activities from the AR@&n be mdified to accommodate

telehealth evaluations or Hperson evaluations using PPE. These tasks can be utilized during highly
structured observations to aid in the diagnosis of ASD. There araltdsoative observational methods
and assessment tools thatin be used in the diagnostic evaluation. Multiple observational methods can
be helpful when standardized tests cannot be used as validdteidg inperson assessments or

through telemedicine platforms

Several studieof telehealth ASD evaluation mettisshowreasonablesffectivenessand acceptability

by both evaluators and caregivers of chigth (Alfuraydan et al., 202@Q,udwig et al., 2021IMatthews et

al., 202}, though clinical caeats should always be noteds an example, published case samples show
that some children with ADHD display better social behaviors in clinic than over videoconferencing
(Ludwig et al., 2021).

The following are general guidelines for conducting comprehensive ASD evaluations itintieeof
COVIB19 and other infectious diseasesnpacting community safety

9 Diagnostic evaluations should be completed by highly qualified ASD evaluators with expertise in
multiple assessment methods (beyond just the ARRG®Id ADR)

1 Telehealth observational methods may be used to maximize the health and safety of the child
and examiner, as well as to ensure access to ASD evaluations and behavioral health services;
however, not all children referred will be appropriate candidates &e-tissessment. The age of
theOKAf R GKS Tl YAf ES HFOIII R Rk 2omNRIG SHHSfy DF& >
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determining whether a telehealth evaluatios appropriate.

Multiple methods of assessment should be included in all diagnostic evaluations, inclualing
minimum: 1) a comprehensive clinical interview, 2) Clinical and ASD symptom interview, 3)
record review and/or collateral reports from teachers, gétrician, speectpathologists
FYRK2NJ 20KSNJ LINPFSaaAazylta FLEYAEAFN g6AGK (GKS
developmental, language levels, and adaptive skills, and 4) an observational assessrhent

social behaviors

Allevaluations (regardless of the format) should also include a feedback session with the family
(video conference, phone, or fate-face)

Reports should include a clear description of any modifications to standard assessment practices
and any effects thesmodifications had on the evaluation results (e.g., technology difficulties,

use of masks preventing observation of facial expressions, etc.)

When conducting evaluations in person, it is essential that health and safety practices are
adhered to (as recommeled by the CDC and MDHHS), including safety practices for both staff
and children/families, minimizing close physical contact whenever possible, wearing masks, and
frequent handwashing and sanitizing of surfaces and mateNHI¥-HS does not advise

conducing faceto-face evaluations without PPE during the COMI® pandemicor other

outbreaks of infectious diseasédHealth and safety practices should be followskding ASD
evaluations as in other health and mental health settings.

Evaluations should still mmprehensive and helpful to the family!

Alternative Options for ASD Evaluations

1

T

T

Teleassessment model
o Child and family at home
o Observations completed through a secure, HIRAmpliant video conferencing
platform
Hybrid model
0 Some portions oévaluation completed via telehealth or in the clinic with evaluator and
child/family in different rooms, with other components completed with modified face
to-face procedures
o One readily effective method may be to offer feedback sessions via video tdlebeal
minimize the burden of the family to physically return to the clinic
Modified inperson evaluation
o Evaluation completed in person with PPE following distancing guidelines
0 Caninvolve in room and multiple room (examiner in one room, examinee in @noth
room using a telehealth platform to communicate) assessment methods
o May still complete feedback session or other portions of the evaluation (such as a follow
up interview or rating scales) via telehealth methods
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Table3.2. TeleAssessment

Possible Usef Full TeleAssessment When TeleAssessmenghould be Done with
Caution oiMay Not Be Appropriate
1 ASD resvaluationsor consultations 1 Complex Cases
1 Very young children o Complex medical presentations|
1 Children with previous comprehensive o Complex differential diagnosis g
evaluations and/or welestablished ASD comorbidity (such asevere
diagnosis ADHD, anxiety, intellectual
| Possibly uncomplicated cases for older disability, trauma, etc.)
children(caveat for telehealth cognitive o Older child/teenager who has
assessment) not previously been evaluated
' When child or family has particular heal for ASD
and safety concerns that would prevent o Significant developmental delay
in-person visits o0 Caregives with limited
f When child, family member, or evaluato knowledge of the child (such as
have had recent exposure tm foster parent)
infectious disease or are currently o Language barriers
showing possible symptoms such as a 1 Lack of access to technology or interne
high fever, respirairy symptoms, 1 Lack of space or home environment ha

extreme fatigue, etc(may also wait to too many distractions (e.g., multiple
complete evaluation) family home; numerous siblings)

1 When child or fanty is severely 1 Families with unsafe or wtable living
immunocompromised environments (e.g., current shelter

f Toincrease access to care individuals placement)
in rural areas ofor families with 9 Family or evaluator not comfortable with
significant barriers (e.g., transportation, tele-assessmentfamily choice should be
work schedules) respected)

9 To allow for referrals to more 1 For evaluator or clinic convenience only
experienced evaluators in other regions (should be clinical justification for tele

assessment, antamily should be offered
options for appointment)

Given that teleassessment is not appropriate for every referral, a screening process to triage referrals is
highly recommended. This screening may include a review of records and an intakesickdbor

conference with the family to discuss the benefits and risks ofdskessment, review the space and
technology needed for the evaluation, and to determine the appropriateness of the referral.

Teleassessment should always be a family choigleen appropriate and not a mandated formait

Other options for completing the ASD evaluation should be provided to the family whenever possible
(including delaying the evaluation until it is safe to complete in person if that is the preference of the
family). Fanlies must consent and be made aware that taksessment may not provide answers to the
referral question or access to desired care and that follow up appointments in person may be necessary.
Families should also be aware of the nature of the evaluati@hthe demands that will be placed on

them (e.g., multiple appointments in some situations, need to reduce distractions in the home, needed
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form that outlines the risks and benefits of telehealth practices.

Following the ASD telassessment, the family should be provided with detailed feedback and
recommendations; this information should be presented in the report and discussed at the feedback
session. Thevaluator should discuss confidence in the diagnostic results and make clear
recommendations for additional assessments and services that may be needed for the child, once these
services are safe and available. In particular, a more thorough evaluatiobenageded to assess for
suspected comorbid or differential diagnoses, such as ADHD, an intellectual disability, or a medical
condition. Additional evaluations and services may include cognitive, academic, or language testing,
medical followup, and/or ASDe-evaluation in person. It is crucial that families are made aware of the
need for these followup services, and that service providers allow access to all needed services and
evaluations, once iperson services argafe andavailable.

Practical Tips foTeleAssessment:

1 Ensure the family has access to adequate video technology (e.g., phone, tablet, computer with
internet access).

9 Audio only phone calls (without video) are not recommended for ASD evaluation, as this does
not allow for propembservational assessment. It can be helpful to do a practice run with the
technology before the evaluation appointmemtarticularly given hom#&o-home and devicédo-
device variation in internet speed and stability and clarity of video connectwaluabrs
shouldbe familiar with several troubleshooting strategies for their specific HIPPA compliant
video platform to increase likelihood that video observation will be successful.

1 Help the caregiver problersolve ways to limit distractions and select thesbspace for video
observation.

9 Assist the caregiver with selecting appropriate toys and materials for home observation. Do not
ask families to purchase any materials for the assessment.

See other tip sheets in the Telehealth Resources appendix.
Benefitsand Disadvantages of TelAssessment:

Evaluators and families should carefully consider the benefits and possible disadvantages of tele
assessment for ASBenefits included increased access to daraural populations and families with
transportation karriers reduced risk of transmission of disease, especially for medically vulnerable
populations, and reduced delaysaccess to services. However, there are also potential disadvantages
to consider, such as

1 Time: Although teleassessment practices recel transportation burdens and offer the greatest
protection in mitigation of infection transmission, these evaluations are often not easier or
faster than traditional ifperson appointments. There is increased time and administrative
burden on evaluationgencies in coordinating with families, triaging cases, and addressing
logistical issues related to technology and setting up the evaluation appointment remotely. In
some cases, multiple appointments will be heeded to complete the evaluation. The farhily wil
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often take additional time setting up their home environment, accessing technology, and
collecting records, video samples, and other collateral information.

1 Complexity of referrals: Not every referral question may be addressed throughdsissment
Individuals with more severe clinical presentations, who have greater attentional or social
motivation difficulties,and/or present with possible comorbid or differential conditions (Ludwig
et al., 2021) may not be able to adequately participate in-Bdeessrants. Prior to completing
0KS S@lfdzZ GA2y>Y GKS S@Ifdzr 62N aK2dzZA R O2yaAiRSNJ
to determine whether teleassessment tools will be able to answer the referral question and
best help the child and family.

9 Access to technology: Families may not have adequate or reliable internet or devices for tele
assessment. In addition, some families may not be comfortable with technology $ocls as
video conferencing applications.

1 Evaluator experience: Evaluators need®experienced in ASD assessment and need to be
trained specifically in telassessment tools prior to completing ASD evaluations using telehealth
methods. In addition taompetence in ASD diagnostic evaluations and-askeessment,
evaluators need to hathe ability to establish rapport and engagement with families via
remote video conferencing technology.

9 Validity of assessment tools: Although there are options for observational assessment using
remote or telehealth tools, these instrument® not havethe same level of established
research as other standardized tools such as the AR@Badditionassessment tools such as
the CARR or other observational rating scales were not validated in remote assessment
settings.

The following are suggested modédobr teleassessment of ASD, including alternatives to the AD@$%
the observational assessment:

For Younger Children:

1. Record review
2./ 2ff 1 GSNIf AyLlzi FNRBY GSIFIOKSNEX OKAfRQ&a LISRAL
outpatient therapists, and/or others who are familiar with the child
3. Caregiver interview (Clinical and ASD symptom history, such &@8)ADI
4. Observational assessment:
o0 Vanderbilt ASEELEPEDS (14 months to 3 years)
0 Brief Observation of Symptoms Afitism(BOSAusing ADO8 Coding (WPS and UCLA
CART)
o Informal observation of caregiver and child in coached play activities and completion of
the CARR for children with phrase speech
0 Caregiver provided video samples
Adaptive assessment (VinelaBJABAS3, DDCGAS)
Rating scales (BASCSR&, Conners Early Childhood, ASQ)
Statement of level of certainty in our clinical impressions given telehealth modifications
Recommended followup (if any) including inperson assessments or-ex¥aluations

© N o O
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ForSchoolAged Children and Adolescents:

1. Record review, collateral input (ABA treatment providers, medical providers, teacimers
other school personnel, efc.
2. Caregiver interview (Clinical and ASD symptom history, such &@)ADI
3. Adaptive assessment (Viagld-3, ABAS3, DD-CGAS)
4. Observational assessment of the child through video telehealth
9 Modified observation for older children with selected activities of the AROS
plus other observational data, and completion of the GRRS
1 BOSA using ADQSCoding (W8 and UCLA CART)
9 Caregiver provided video samples
5. Rating scales as needed for the referral question
6. Cognitive assessment when needed (e.g., administration of select subtests 6¥WISC
7. Statement of level of certainty in our clinical impressions given tgth modifications
8. Recommended followp (if any)
Hybrid Model:

A hybrid model for ASD evaluations includes a combination of varieperdon and remote tele
assessment optiong:or families with compromised immune systems or when there is a high
transmission rate of infectious diseasmnsideration should be given to narrowing the scope of
guestions that must be addressed in person to reduce the risk of infection spread (e.g., less focus on
O2Y2NDBAR O2yRAUGAZ2Y AT f SaCptiorsXoNdydidmode®dotiASyPa 2 F |
evaluations include:

T

Comprehensive interview and adaptive assessment measure (e.g., ViiBlanthpleted prior

to evaluation through video or phone intake session; child completes direct testing and
observational assesgent in clinic with PPE; feedback session is completed via telehealth
Teleassessment of child is attempted (including interview and observational assessment) but
results are inconclusive; child comes to clinic for additionplirsonobservation

Child and parent/guardian complete evaluation at clinic, but-a@s mirror or video

conferencing are used to minimize fatmeface contact with evaluator

Has the advantage of still using standardized physical materials

May be helpful for famiés who lack access to the appropriate technology or when home setting
is not conducive to telassessment

Feedback sessions may be completed via telehealth methods even when the evaluation is
completed in person to minimize fa¢e-face contact and addinal demands on family (e.g.,
childcare, transportation, possible risk of infection in public setting)

37



Modified In-Person Evaluations:

In-person evaluations allow for the use of a wider range of clinical tools as well as a more natural social
environment for the child. However,qperson evaluations presentrauch higher level of riséf

infection transmissionio the child, parent/guardia, and evaluatorDuring infectious disease outbreaks

and times of high transmission, as well as for medically vulnerable populatisnsssential that
modifications be made to standard clinic procedures and assessment methods to ensure the health and
safety of all individualsASD evaluations present a number of risks to the child, family, and evaluator,
including close proximity in shared room space for longer durations (i.e., more than 15 minutes),
including in small rooms that may have limited ainfl In addition, children referred for ASD evaluations
are often young and/or have limited verbal skills, leading to potentially unsafe behaviors such as
mouthing, biting, or licking items and tactile exploration of materials, surfaces, and other piadgle.

also important to consider that individuals with developmental disabilities are at greater risk for
infection and severe complications associated with CQY(White paper "Risk Factors for COMMD
Mortality among Privately Insured Patients," NoveanR020; Hilils et al., 2021).

Organizations and evaluators should always follow good hygiene practices in evaluations. When working
with medically vulnerable populations and in times of high transmission, it may be necessary to increase
precautions and nigation strategiesThe following are recommended strategies to reduce spread of
infection for inperson evaluations:

Organizational Strategies:

Follow safety recommendations outlined by MDHHS and CDC

Screening procedures for staff and clients

Encourage sick employees to stay home

Encourage all staff to bap to date withvaccinatons

Minimize contact with office staff and other clients

Have families wait in their vehicles until their appointment time

Spaced seating in the lobby

Reducenumbez ¥ FlF YAt & YSYOSNE Ay Of AyAO F2N) OKAf RQA
Increased cleaning and sanitizing of shared spaces, assessment rooms, and staff offices

O O O OO0 OO0 O o

Cleaning and Sanitization:

Cleaningand sanitary procedures are always necessary when assessing chltireatine sanitation
procedures should be followed in addition to that below

o Ensure that surfaces (door handles, tables, light switches) and all test materials are properly
cleaned and sanitized before and after each child
o Ensure that cleaningroducts that are utilized are effective at killing the infectious
agent and not watered down below the effectiveness level needed
0 Only use test materials that can be cleaned or discarded
o0 Note: Cleaning and sanitizing are always essential when assestiligrch
0 Have access to hand sanitizer in assessment rooms and public areas
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o Good ventilation in room and office (e.g., in room or whole organization air puiifieroved
HVAC filtration systemspen window, etc.)

Access to PPE:

o High quality nasks and fae shields available for staff

o High quality nasks available for parents and children (including esitedd masks)

o Consider use of easily cleanable or protective clothing (scrubs, smocks, etc.) if high risk of
droplets or prolonged exposure

o Discuss PPE usdh the family before the visit to make sure the caregivers and child are

prepared. Try to make the child and caregivers as comfortable as possible while also being safe.

During the Evaluation:

Discuss possible risks associated witpaénson evaluatiorwith family
Minimize faceto-face contact in confined room as much as possible

Use distancing with furniture placement, plexiglass barrfetsen appropriate)
Wash your own hands ofteend use hand sanitizer

Avoid handshakes and other clggkeysical contact

Eliminate or limit shared touch surfaces

Sanitize items as often as is needed and following the appointment
Clearly communicate expectations for safe practices to child and family

O O O 0O 0O o o0 o

Table3.3 Summary of Options for ASD Evaluatisen commuity safety precautions are necessary:

Assessment Option Benefits Disadvantages

TeleAssessment Improves access to evaluation an( Not recommended for complex referral

(interview, services for child (e.g., medical complexity, complex
observational differential and/or comorbid diagnosis)
assessment, and Maximumsafety for child, family,

any direct testing and evaluator Famly needs to have adequate

are completed technology device and strong internet
remotely) Emerging evidence for tele connection

assessment tools for ASD

evaluations, especially for young | Distractions in home may affect validity

children of assessment (e.g., noise level, other
children, pets)

Lack of access to physical materials;
limited family resources (e.g.,
developmentally appropriate toys) may
affect observations
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Hybrid model (a
combination of in
person and tele
health assessment)

Modified in-person
evaluations
(evaluation
completed in clinic
with PPE and other
safety measures)

Allows for inperson methods to be
used when needed

Technology use (e.g., video
monitoring) and distancing
methods in clinic (e.g.,Way
mirror) help mitigate risk of
infection spread

Allows for flexibility in choosing
appropriate assessment tools that
best answer referral question and
Al 6AGK FLFYAfEQ
preferences

Allows moreopportunity for direct
assessment and modified
administration of ADOS or other
observational tools (due to access
to standardized materials)

Allows for more natural social
interaction between child and
evaluator

Improves rapport and
communication between evaluatol
and family (e.g., lack of technolog;
lags or poor sound quality)

Takes additional time for family and

evaluator (e.g., may require multiple
appointments)

Family will likely still need access to

technology and appropriate space at
home (for remote components)

Scheduling appointments is more
confusing and complex (may require
multiple appointments; may include
both in-person and remote
appointments)

Takes additional time for family and
evaluator (e.g., may require multiple
appointments)

Increased risk of infection for child,
parent/guardian, and evaluator

Need for enhanced cleaning and
screening procedures for clinic, as well
as access to BR(increased cost to
agency)

Takes additional time for evaluator (du
to need for cleaning and sanitizing
items)

Space needs in clinic: need additional
rooms and space in lobby for increase:
social distancing

ADOS algorithm score still cannot be
interpreted (due to PPE and other
modifications)

Other Technology Applications for ASD Screening and Assessment

Importantly, all formats of ASBvaluationswith documentd acceptability and effectivenesicluding
use of technologypased assessment tooiayolve, at least some, retime, faceto-face connection
with the caregiver and childnd multiple methodologies of assessment

In contrast Artificial IntelligenceAl) methodologies that utilize screening via questionnairel video
analysihave recently received public attentioriTo date, there are no peeeviewed studies on
assessment methods using Al technolamyd the outcomes are not adequate for diagnostic
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determination in the majority of referralsFor example, ata released fron€Cognogorogram developers

show thatovertwo-thirds of casesvere deemeddindeterminate via the recently FDA approved

CognoaCanvas Dx appased on the compaifyiaternal data shared at a poster presentation
(https://canvasdx.com/Taramaret al. (2021). Poster presentation at: PAS 2021 Virtual Meeting. #684.
h@SN) pmr: 2F GKS GAYRSGSNNAYlFIGSE OFaSa;mp8NE OKAf RN
childrenseen for clinical ASD evaluatibave some developmental delay that promptetreferral

Notably, they S I NI & indeteimin&ef casies were glaringly excluded from negativedictive value
(NPV)and positive predictive valug?PVYata showron the website

Nevertheless, Al based technologies may be useful in screenihgiaging of cases, but the utility of

these programs must be based on feasibility for families with technology and literacy/comprehension
barriers, as well as compared to standard care (e.g., is utility shown above current screening practices in
pediatric offices, such as {@HAT and pediatric assessment?). The use of such technology must also be
weighed against the burden placed on the family who may assume that théagga evaluation is
equivalent to a comprehensive best practice evaluation, leadiegamily to beeluctantto participate

in yet another evaluation. Moreover, caregiver rating scales and selection of uploaded videos may
reflect caregiver expectancy biases, as reviewed in the caregiver interview section of this document.
Additionally,the evaluating clinician plays a key role in engaging the family in discussions about
acceptable and appropriate care plans and helping to support the family in care seeking following the
evaluation.Privacy issues must also be considered when familiediegeted to complete scales and

upload videos to a third party for analysis and data stordfjeeeded to increase access to care or to
reduce wait times for comprehensive ASD evaluations, PIHPs are encouraged to explore other options
for ASD evaluatia) such as hybrid or tel@ssessment evaluations or contracting with evaluators

outside of the region rather than adopting Al based technologies that are not currently empirically
supported.

A comprehensive assessment is required per the Medjoalidy for autism evaluation and
standalone Al based technology would not meet current policy requirements. The utility of such
practices should be strongly considered before implementation.

AssessmentConsiderations by Age & Development

AutismSpectrum Disorder is a neurodevelopmental condition. As such, ASD impacts develamdent
development impactshe expression of ASD (Amaral ef @D11; Xiao et 812014. This means that
developmental considerations are a central ééof ASD evalu@n. The developmental status, age,
and functional level of thehildshould guide the evaluator in proper tool selection and use. Particular
attention should be given to:

Obtaining data that determines what thehild can do(strengthsbased approach)ot just

deficits
Utilizing tools that have lower language demandsdbiidrenwith language impairment
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Please review the handout on ASD Assessment by Age Best Practice for suggested batteries and
considerations by age andrfational statussee AppendiB & hyperlink
www.michigan.gov/documents/autism/ASD _Assessment by Age Best Practice 638466 7.pdf

Comorbid & Differ ential Diagnosis

The presentatiosof individuals referred foASDevaluatiors in the community mental health setting

are highly variable with a range of conditions that shouldcbhesidered fodifferential ard comorbid
diagnosis ASD shares a highmber of features with other conditionand individuals with ASD have
increased rates of comorbidity with otheeurodevelopmental ananental health conditions (Hartley,

et al, 2008;Simonoff et al., 20085tadnick, et a 2015). Differential and comloid assessment is
essential for accurate diagnosis and intervention planning, with particularly unique needs for those on
the autism spectrum (Brookmarrazee, et al 2012).

The following ardrequentdifferential and comorbid conditions with ASD:

Larguage Disorder

Developmental Delay

Intellectual Disability

Attention Deficit/ HyperactivityDisorder
Anxiety Disorders

Depressive Disorders

Trauma& Attachment Disordes
Psychotic Disorders

Visual &Auditory Sensorylmpairments

Children withneurodevelopmental disorders often show disruptions in language, play skills, and

peer relationships (e.g., due to not having the language or ability to play in the same way). An ASD
diagnosis should encompass more than just social delay and considerkhe f RQ& 2 @GS NI f f
presentation.

Language Disorder

Language disorder is characterized by difficulties with language comprehension and/or production
(APA, 2013).anguage disordsicanaffectchildren socially (e.g., communication deficits can hinder
peer interactions), academically (e.g., understandindictions and use of language in the classroom
and in written work), and adaptively (e.g., functional use of language fotaddgy life). Language
disorder is a common eoccurring condition with ASOLanguage disorder is also a common
differential condition, especially in early childhood ASD evaluatard developmental language
disorder isoften seen for children failing the MLHAT but not ultimately receivingdeagnosiof ASD
(Eaves et al., 200&entola, 2007)

Young children ith language diorder shar&eommon characteristics of young children with ASD,
including some social impairment with peers (usually consistent with language level) and
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sensory/restricted and repetitive behaviors (Lord et al., 1993), though generally not to the same degre
of impairment level of children with ASD (Rogers et al., 2003).

Childrenwith ASD often have a discrepancy between obtained language skills and adaptive
communication use. Further, nonverbal communication defisitch as weak gestutese,are
characteristic of ASD, but not of Language Disorder (Mitchell et &6).2Childrenwith ASD are also
more likely to display echolalia and stereotyped language use (Landry et al., 1988) and less likely to
initiate or respond to spoken communication thehildrenwith language disorder (Lord et al., 1994).

Assessment considerations for Language Disorder

9 Assess receptive and expressive language akilispeech articulation or refer for a
comprehensive speech and language evaluation

9 Assess social use of language

1 Look for nonverbal compensation for language deficits (e.g., gestures, pointing, etc.)

9 Compare social behaviors relative to developmental/languiagel

Not all children with speech/language delays will meet criteria for ASD. The hallmark of ASD i
primary social deficits, not simply social deficits that occur secondary to a language delay or
impairment. Language impairment alone does not watran ASD diagnosis.

Developmental Delay

Developmental delais defined by lag in expected skill development in any to all of the domains of
motor, cognitive, communication, social or emotiodavelopment, and adaptive development
Generallythe DDdesignation is used to capture delays in early childhood development, such as
children under the age & (APA, 2013)Autism falls in the continuum of developmental delapd
young children with ASD can present with focal or gldletdys in development.

There is a high rate of shared features in young children with ASD and thosevABDwho present
with developmental delayéventola et al., 2007)Many children witrdevelopmental delajpavesome

of the characteristisocial deficits seen in children with ASD (Charman et al., 18e8her, many

young children witldevelopmental delapresent with sensory ardr restricted and rpetitive

behaviors however children with ASD tend to have highevéls ofand more impairment fronthese
behaviors (Boyd et al., 2010Jhese shared featuresan result irchildren with DD failing ASD

screening instruments (Ventola et al., 2007), as welliffisulty with differential diagnosis, especially in
the absace of developmental and adaptive assessment adth which to make comparative
developmental referencesNevertheless, DD can be reliably distinguished from early childhood ASD,
gAGK GKS Yz2al y2iddlFl0ftS RATTSNSYy Olspgnentalstatyisshndisgtiali K S
development, with children with ASD generally showing a larger gap between their general
developmental status and social development. In particular, children witht&®lio demonstrate

flat or declining social trajectoriesjore impairment in shared gaze, expression, and enjoyment
(Mitchell et al., 2011) and joint attention behavidigentola et al., 2007) relative to children with global
DD.

Most young children who have a positive screen for ASD symptoms and are rdteraadautism
evaluation will show some developmental or language delay. Evaluators should assess and
recommend appropriate early intervention for children without ASD who present with
developmental delays. 3
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Assessment considerations for DD

1 Developmental evaluation (e.g., Mullen Scales of Early Learning, Bayley Scales of Infant
Development 4" edition)

1 Adaptive behavior assessment

1 Compae social behaviors relative to developmental level

1 Examine joint attention behaviors and shared enjoyment

Intellectual Disability

The diagnosis of Intellectual Disability (ID) requires deficits in cognitive skills and adaptive behaviors
that are present during the developmental period (APA, 2013). Approxiniiety50% of individuals
with ASD also havatellectual Disability@DC, 2018DC, 2012)Adaptive deficits are hallmarks of
both ID and ASD, including individuals with ASD withouCIildrenwith ID have deficits in social
behaviors and communication skills, as also seen in ASD; howevdgefitits in these domains are
generally commensurate with th® K A dodhi@\e or developmental level for |Whereas there is

often a marked discrepancy for ASD between @k A doghi@e or developmental level and social
and communicative behaviorBor example, a X9earold child with an intellectual disability who is
functioning at a 4yearold developmental level should show sacial and play behaviors typical of that
seen for children around the age of Burther, individuals with ID show sensamyd restricted and
repetitive behaviorsespecially as the severity of the ID increases (Hattier et al., 2011; Oliver et al.,
2011),though with less impairment thrais typically seen for individuals with ASD. Additionally,
individuals with ASD have subatially higher rates of comorbid mental health conditipngich

should be taken into consideration in the evaluation prod@sreton et al., 2006).

The differential diagnosis of ID and ASD can be complex and requires cognitive assessment to
determinethe level of intellectual impairment for comparison with social behaviors. The use of
interview and observational assessment is effective at differentiating ASD frabmild and
moderatelevels (de Bilt, 2004; Sappok et al., 2013) when the level afitbogjimpairment is taken into
consideration.However, the ADGS3 has less specificitynpre false positives) with severe and
profound ID (Berument, 2005; de Bilt, 2004; Sappok et al., 2013).

Assessment considerations for ID

Intellectualevaluation

Adaptive behavior assessment

Compae social behaviors relative twognitivelevel

Utilize interview information and unstructured observations regarding social behaviors
Attend to social interest and sharing

=A =4 =4 =8 =9

Attention Deficit/ Hyperactivity Disoder

Attention DeficitHyperactivity Disorder (ADHD) is a common childhood disorder, impacting up to 8% of
children (American Academy of Pediatrics, 2011) and is comprised of deficits with focus, activity level,
and impulsivity that impact day to ddiynctioning (APA, 2013). Itis widely accepted that ADHD and
ASD cepccur with high frequency, with up to 40 to 60% of individuals with ASD also meeting criteria
for ADHIOGoldstein, 2004; Lee, 2006; Sikora, 201The comorbid diagnosis of ADHD and si&ild
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be made only when the ADHBIated deficits exceed that of the comparable developmental level of
the child (APA, 2013)For example, if an-8earold child is functioning at the cognitive level of-a 4
year old, the ADHD symptoms should exceed thtsat are typical for a-4earold child.

Given thatchildrenwith ADHD have variable attention asdmetimesdemonstratesensory processing
andsocial deficits, the differentiaiagnosioof ASD and ADHD can be difficult. Mahiydrenwith both

ASD and ADHD are first diagnosed with ADHDawigsulting delay of up to thregears in the

comorbid ASD diagnosis; as such, the presence of ADHD can overshadow the ASD features, especially in
early childhood fiodovnik, 201%. Thus, given the high rate of comorbidity, evaluators should ensure

to fully investigate ASD even in the presence of evident early childhood Abtbrtantly, though

children diagnoseaith ADHD without ASD display sodeficits, the nature of theedeficits is

generally due to executive and impulse regulation difficulties (social performance deficit) as compared

to the core social skill deficits seendnildrendiagnosedvith ASD.

40 to 60% of individuals with ASI¥o have ADHD.

Assessment considerations for ADHD

Obtain collateral parent and teacher reports of ADHD symptfntsrview, rating scales)
Examine the impact of attention and impulse control deficits in a developmental context
relative to theO K A meRt@l age

9 Assess for skill versus performance deficits in social behaviors

1 Attend to social sharing and enjoyment

1
T

Anxiety Disorders

Anxiety disorders are generally defined by combined features of persistent and excessive fear, worry,
and avoidance behaviors (APA, 2018hxiety disordersespecially thoswith social anxiety features,

such as selective mutism, can be challenging fferdintiate in the observational assessment due to the
inherent social demands of the situation. In these situations, it is essential to rely on caregiver and
other informant reports to determine the variability of social presentations forahiédin muitiple

settings. While children with anxiety exhibit better social behaviors in comfortable situations with
familiar others, children with ASD will exhibit social difficulpessistently across settings

However, it is essential to highlight that Aety and ASD frequently eaccur, with up © 40% of
individuals with ASD presenting with a comorbid anxiety disorder (Simonoff et al.,\2D08)otable
increases in anxiety sedor adolesceis on the spectrum (Bellini, 2006)SeHreport of anxiety can be
complicated in individuals with ASD dieedifficulty with introspection (Capps, 199@;llott, 2001)
Further, children and teens with ASD and clinical anxiety may not shotypigal anxéty symptoms
(greater behavioral presentationjhe use of multiple reporters and methogs.g., rating scales,
interview, observation)s recommended to offet reporting difficultiesand variance in anxiety
presentation(White et al.,2009).

40% ofindividuals with ASD also have anxiety, with very high rates of anxiety in individuals with
ASD who have intact intellectual skills.
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Assessment considerations fAnxiety Disorders

1 Obtainself andcollateral parent and teacher reports of anxiety, isbbehaviors, and ASD
symptoms

Attend to social sharing and enjoyment in comfortable situations and with comfortable others
Be aware of the high eoccurrence of ASD and anxiety disorders

Use multiple informants and methods to assess anxiety in indivgduigh ASD

= =4 =

Children with anxiety and/or depression may appear withdrawn or may not play with other
children due to mood disruption or fears. Children with internalizing symptoms may also be overly
irritable and reactive. Any of thes®haviors can interfere with social functioning and peer
relationships.

Depressive Disorders

Depression in children and teens is exhibited by multiple symptoms, including sadness, irritability,
changes in sleeping and eating habits, and feelingsaofiequacy, guilt, and hopelessness (APA, 2013).
There are some symptom features shared by ASD and depression; depression can result in lack of social
enjoyment and responsiveness, social withdrawal, as well as muted affbetdifferential diagnosis of
depression versus ASD requires a thorough developmental history, multiple informant reports, and
examination of symptom onset and trajectoryVhile mood symptoms can wax and wane, ASD is a

chronic neurodevelopmental conditipthus, assessment of the agtsand trajectory of symptoms may

be useful in this regatdFurther, sleeping and eating issues are common for individuals with ASD so the
focus for differential and comorbid assessment should be on change in these behaviors rather than the
presence of sch difficulties.

Depression rates for children with and without ASD are reported to be broadly similar, impacting about
2 to 4% of childrenGhandour et al., 20t8agnuson & Constantino, 20L1However, the rates of
depression in adolescents with A& substantially higher (8% in teens without ASD compared to up

to 20% of teens with ASD), especially among teens with intact intellectuabskillmedical

comorbidities (Greenlee et al., 2016; Magnuson & Constantino, 2011).

It is important to assesfor depression in teens and adults with ASD.

One complication in the assessment of depression in children and teens with ASD is difficulty with self
reporting emotional states. Some studies have suggestagonable reporting of depressive

symptomsin verbalteens and adults with ASD (Gotham et al., 2015), though other studieiuze
children and teens with ASD may undeport depressive symptoms (Mazefsky et al., 2011).
Nevertheless, parents often struggle to report on the internal emotiotaks of children and teens
(Messman & Koot, 2@ Moretti et al., 198% and thisdifficulty may be especially marked in higher
functioning teens with ASD (Hurtig et al., 200B)esently, there is no data to suggest that informant
reports are better measures of emotional functioningchildren and teensvith ASD (Gotham et al

2015).

When there is concern about depression in an individual with A8Ereport of emotional finctioning
should be obtained Howeverseltreports should bénterpretedwith cautiondue to possible under
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reportingwhen there is discrepancy withloer assessment methods and informant repatgygesting
depressive symptoms

Assessmentonsiderations for Depressive Disorders

Obtainself,parent, and teacher reports of mood, social behaviors, and ASD symptoms
Use interviews in addition to seléport scales

Pay careful attention to symptom onset and trajectory

Be aware of the high eocaurrence of ASD and depressifor teens with ASD and intact
intellectual skills

1 Know that undesreporting of depression may occur for individuals with A8BYor parents
may not be aware of or report internalizing conditions in their children and teeris ASD

= =4 =4 =4

Trauma& Attachment Disorder

Children with ASD are 1.5 to 3 times more likely to experience traumatic events than typically
developing peers and are more likely to present with trauma sequiaens et al., 2015; Haruvi

Lamdaret al., 2018) Trauma experiences can be related to maltreatment, death and separation from
loved ones, exposure to home or community violence, bullying/peer victimization, disasters, and
painful medical interventions (National Child Traumatic Stress/bdlit 2012). Trauma symptoms,
particularly in early childhood, share some symptom overlap with ASD symptoms. Both conditions can
result in delayed development, dysregulated social behaviors, avoidance/fepgtitive play,and

emotional and behavioraymptoms. The differentiaiagnosisof ASD and early childhood trauma can

be complex. Factots consider includéhe experience of traumatievents consistency of observed
deficits, and the onset and trajectory of symptoms

Young children who canheerbally express trauma symptoms, experiences, and feelings may

present with many shared symptoms of AStis should be considered strongly in the evaluation
process.

The followingfigure may be useful in understanding where symptoms converge and diverge for ASD
and trauma/PTSD (Stavropoulos et al., 2018):
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Figure3.1. ASD and Trauma Symptom Overlap
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Children with ASD may be especially prone to the experience of pearaaegiver maltreatment and
may be more prone to show trauma symptoms following such experiences (Hoover, 20&5).
presentation of trauma symptoms in children with ASD may vary from classic PTSD presentdi®ons.
followingare suggestetiallmarks of trauma symptoms in a child with ASD:

Increased emotional reactivity

Worsening of behavioral symptoms

Worsening of ASD symptorasd social avoidance

May be less likely to report, seek help, or talk about the trauma

=A =4 =4 =4

Relatedly ReactiveAttachment DisorderéRADre used to characterize the presentation of children

who develop deviant attachment behaviors related to inadequate, unstable, or abusive caregiving (APA,
2013). There are two subtypes of presentations of attachmesurders: emotionally withdrawn

inhibited type andndiscriminately social/disinhibited typeMost of the available research examines
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what is now calledisinhibited Social Engagement Disorder (previously calleddiiDibitedType

prior to the DSMb), in which the symptoms includdisinhibited social interactions and indiscriminate
sociability. There are common shared feature®inhibited Social Engagement Disorded ASD, as
well as differences in presentatiefDavidson et al., 2015), which are depicted in Table X. Given that
children with ASD may be more likely to experience caregiver maltreatarehdisruption the

comorbid presentation of ASD amisinhibited Social Engagement Disorden exist (Mayes l.,

2017) andshould also be considered.

Table3.4. Possible similarities and differences betwdaisinhibited Social Engagement Disorded
ASD

Possible Similarities Possible Differences

A Inconsistent social behavior A Early childhood history

A Inappropriate socidbehaviors A Trajectory of symptoms

A Poor social boundaries A Indiscriminatesociabilityaffection

A Weak eye contact (RAD)

A Pragmatic language deficits A Stereotyped languag@\SD)

A Emotional reactivity A Quality of social behawi (RAD > ASD)

A Perseveration A Directed enjoymen{RAD > ASD)
A > Attention seekingRAD)
A > Reciprocal communicatida

conversational skills (RAD)

Assessment considerations for Trauma & Attachment Disorders

1 Interview caregivers and individuals about #weperience of trauma and expression of
traumatic stress

9 Pay careful attention to symptom onset and trajectory

1 Know the differences in expressionaifachment disorderand ASD that may occur in an
observational assessment

1 Be aware that ASD aradtachment disordergan ceoccur

9 Evaluators seeing young children referred for ASD evaluations who have experienced

caregiving disruptions and/or trauma should be highly experienced in the evaluation of both
conditions

Psychotic Disrders

Psychotic Borders comprise a mix of affective (e.g., bipolar disorder, schizoaffective disorder) and
non-affective (e.g., schizophrenia, transient psychotic disorder) thought disorders. Symptoms of
psychosis includdelusions, hallucinations, digganized speech, disorganized or catatonic behavior,
and negative symptoms (APA, 2013)

The differential between ASD and psychosis is complicated by shared symptoms, especially in the social
affective and cognitive domains (Couture et al., 2C4J ganetic etiology (De Lacy & Kirf)13.

Further complicating differential diagnosis of ASD and psychosis, the-Ax@Snot able to reliably
distinguish ASD from psychosis in adults using the WPS or revised algowitm0 to 50% of
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individuals with gychosis classified as A@I2 Bildt et al., 2016; Maddox et al., 201 Djifferential
assessment is best focused on the onset and trajectory of symptoms, necessitating a thorough
developmental interview and record reviewspecially for adults not previously diagnosed with ASD
Autism symptoms are evident in the early chibdlal years in contrast to psychotic disordenghich
generally emergduring later adolescence and adulthood. Additionally, individuals withA®SD
psychotic disorders have substantially lower rates of stereotyped and restricted and repetitive
behaviors. Evaluators are reminded that the incidence of psychosis in children is extresne]yvith
ASD and pervasive developmental disorg@exeding childhood schizophrenia onset 30 to 50% of the
time (Rapoport et al., 2009

Similar tomany otherpsychiatricconditions, individuals with ASD show higher incidengasgthotic
disorders including schizophrenia spectrum disorders and bipolar disortteas,that observed in the
typical population(Marin et al., 2018Selten et al., 201%heng et al., 20)8There are documented
differences in the presentation of psychosis in individuals with ASD. Most notadlgutation of
psychosiseported by individuals with ASfarely meets full criteria fosymptoms oruration of
schizophrenisymptoms(minimum of 6 months' disirbance with 1 month of activeymptoms) this
suggestan atypicalmore acute, transienpsychoticcourse than that seen in thgeneral population
(Larson et al.2017 Lugnegard et al2011). Further,it may be useful to investigate and interpret
psychotic symptoms imdividuals with ASRs related to theexperienceof prolongedsocial(e.g.,
bullying) or environmental stress (Keller et 2015).

Assessment considerations f@sychotidisorders

Obtain selfand collaterareports ofpsychotic symptomssocial behaviors, and ASD symptoms
Conduct a thorough interview of developmental history of symptoms

Obtain and review records from childhood

Pay careful attention to symptom onset and trajectory

Beaware of the higkr co-occurrence of ASD ambychotic disorderm older teens and adults

=A =4 =4 =4 =9

Visual & Auditory Sensory Impairments

Rates of ASD are increased in individuals with sensory impairment. Evaluators conducting ASD
evaluations for individuals with sensory impairment shouldchlghly experienced ASD evaluators
familiar with the range of presentation for both conditions.

Blindness or Visual Impairment

Vision should be assessed in all children referred for ASD evaludti@ne are commnalities in

symptoms observed in individuals with ASD and individuals with blindness/visual impairment (VI) who
do not have ASD (Butchart, 201 Tadividuals with blindness ofl have substantially ineased

incidence of ASQith some studies suggesting up to etierd of totally blind childrenhave substantial
symptoms ofASD(Cass, 1998). However, ASD symptom®tes overlooled, as observed

impairments are attributed to the sensory impairmedufe, 201% Further, thecommon ASD

evaluation tools, including the ADQSwere notstandardizd on individualsvith sensory impairments

and may not be scored for individuals who atmd or Vi(Lord, et al., 2012 Evaluatorsconducting
evaluations for individuals who are bdifvI should behighly experienced with ASD evaluation and
developmental presentations &fl (Jure, 201%
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Assessment considerations for Blindness or Visual Impairment

Obtain vision evaluation

Attend to social sharing, interest, and enjoyment

Attend to verbal social communication

Evaluators conducting ASD evaluations for individuals diagnosed blind or VI shboigtilipe
experienced ASD evaluatdesniliar with the range of presentation for both conditions

= =4 =4 =4

Deaf or Hard of Hearing

Hearingissues can range from mild hearingddo profound deafness that can be temporary (e.g., due
to illness) or permanent (WHO, 199There are early childhooslymptomsimilarities forthosewho

are deaf or had of hearing and young children with ASD, idatg delayed babbling and language
development, response to name, and poor or inconsistent social responsivitiassay result in
referral for ASD evaluatioffhese symptoms are related teearing and attending for children who are
deafor hard of hearig in contrast tahe core deficits in social atypicality and interest for children with
ASD.Moreover, there is a higher incidence of hearing impairment in individuals with R&2rihall et
al., 1999)and there may be a higher incidence of ASD in ahildvith profound hearing loss
(Szymanski et al., 201Further, many caregivers report that they thought their child could not hear at
an early age due to lack of response to name or sagiareness Based orthe higher incidence of
hearing loss and syptom similarities in early childhood, hearing evaluation is strongly recommended
for children who have screened positive for ASD.

Similar to individuals who are blind/Visessment for individuals diagnosed deaf or hard of hearing is
complicated by lackf standardized tools for this population (Szymanski et al., 2014). Specifically, the
standardization sample of the ADQ%xcluded children with sensory impairments and as such, the
tool may not be scored for individuals who are deaf or hard of hedtiagl, et al., 2012) This requires
increased demands on evaluator clinical judgment and expertise, necessitating evaluators who are
highly experienced with AS&valuationanddevelopmental presentations afeafnesqSzymanski et al.,
2014)

Assessment considerations for Deafness or Hard of Hearing

Obtain hearing evaluation

Attend to visual social sharing, interest, and enjoyment

Attend to nonverbal communication, such as facial expression and gesture use
Evaluators conducting ASD evaluasidar individuals diagnosed deaf or hard hearing should
be familiar with the range of presentation for both conditions

= =4 =4 =4

Soecial Population Considerations
Evaluation ofVery Young Children
The goal is for early identification of AZIDd referrals areften made for children under 3 years old.

Assessment before age 3 is achievable, though there are some important points to coisahsr.
young children with developmental delays present with some ASD features. Delayed young children
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without ASD generally have social behaviors consistent with their developmental status or mental age;
therefore, assessment of developmental skills is strongly recommended for very young children.

The presentation of ASD varies in early developmentreTaee marked differences in ASD symptom
LINBaSydlFdAz2y FNRBRY AyFlyoOe (G2 +3S wxX 13S w G2 | 3S
presentation tends to be present (Volkmar et al., 2005). This requires evaluator awareness of and
sensitivity to develpmental changes in symptom presentation. Children under age 2 with ASD may not
exhibit restricted and repetitive behaviors in multiple domains or at the level seen for older children
(Lord, 1995). In contrast, the social and expressive language defaitbe more evident for very

young children (Stone, et al., 1999). Scores on the AD@®&d to be more stable than scores on the

ADIR for very young children (Kleinman, 2007). Younger children tend to show greater variability in
their developmental sares at followup, suggesting that ongoing developmental/cognitive monitoring is
essential (Klin et al., 2004). Additionally, there is less stability in ASD diagnosis before age 2, though
children younger than 2 with ASD symptoms can clearly benefit &anty intervention Further, there is
emerging evidence that ASD diagnosis at 14 to 16 months shows meaningful stablitshat a child
diagnosed by 14 months is likely to continue to present as ASD in formal evaluation at ag@tbree

et al., 2019. Stability of confirming or ruling out ASD, especially at young ages, is enhanced by the use
of highly experienced clinicians (Klin et al., 20®@ne et al., 1999).

Evaluators seeing children under the age of 3 should be hégiplgrienced clinicians with expertise
in both early childhood and ASD.

Evaluators seeing very young children with ASD should:

1 Be highly trained in the pattern of developmental presentaiohASD at young ages and the
need for clinical judgment whettie child is not meeting full diagnostic criteria, especially lack
of sufficient restricted and repetitive behaviors

1 Be aware that restricted and repetitive behaviors are not always present or as evident at this
age (emerge later than the social and laage deficitspnd that RRBs can be exhibited by
typically developing toddlers

9 Consider family history of ASD as the rates of ASD are higher in a child with a sibling diagnosed

with ASD

Use direct observation, including interactions with the parent ardminer

Complete developmental assessment at baseline and felipwevaluations

Use standardized developmental and ASD tools and the-B&fieria for ASD combined with

clinical judgment to mie clinical decisions and recommendations

1 Know that presentatins prior to age 2 fluctuate with greater frequency, necessitating routine
re-evaluation and intervention planning

= =4 =

Evaluators seeing very young children should not delay diagnosis and early intervention due to
possible diagnostic uncertainty for a yourtgld with prominent ASD symptoms. Early interventior]
with routine followup evaluation is recommende@bnsider bringing the child back for evaluation i
six months following treatment to update clinical status, progress, and response to intervention,
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First timeBvaluation of Teens andAdults

Most individuals are referred for ASD evaluationthimearlychildhoodor formalschoolage periods
However, there are also timeghena teen or adult present for an initial ASD evaluation. This may be

due to a) mild symptoms only showing impairment in the adolescent or adult years, b) poor access to
mental health care, or c) shared symptoms of ASD with other psychiatric differential and comorbid
diagnoses Notably, adults with ASD have a higher ratpsfchiatric comorbidities, especially

depression, than other clinically referred adults (Ghaziuddin & Zafar, 2008; Joshi et al., 2013). As such,
the presence of other psychiatric conditions should not preclude the diagnosis of ASD in adults referred
for ASD evaluation.

When completing initial diagnostic evaluations for older teens and aduwitduatorsshould

Obtain a strong developmental history of ASD symptoms from available caregivers
Obtain current symptom presentation, including adaptive deficit

Thoroughly reviewelevant past and current medical and schoegords

Conduct a thorough evaluation of differential and comorbid conditions

= =4 =4 =

Culturallssuesn ASD evaluation
CulturalDiversity in Perceptions Beliefs

While ASD symptoms asémilar across all cultureshe cultural background of the family influences
help-seeking behavior, beliefs about diagnosis and disability, and acceptance of and preferred

treatment interventiongBernier et al., 2009) Evaluators must be culturally avaand sensitive to

cultural issuesespecially the stigma regarding ASD in certain culfuwaen completing ASD

evaluations. However, thereiisbust evidenceahat early identification (diagnosis) and intervention

with evidencebased treatments is the 3¢ means for anghildwith ASD to make gains and to improve

their quality of life no matter the cultural grougCulture may impact the treatments sought with

culturalbeliefs thatare more accepting of delays or th&SD will be outgrowrmpotentiallyleading to

delaysin seekinghelp (Tincani et al., 2009%ulturalbeliefs thati KS ! { 5 Ol rnfay ledsl tod O dzNB R £
seeking alternative therapies that state curing ASD as the goal {Ealdset al., 2013)African

American families may be more likely to pfoRS & LINRP G SOUA @S OF NB¢ GKI G Ay@?2
independence skills and ensuring trustworthy supports, which has many benefits, but may also delay
diagnosis and professional care for children with special needs (Burkett et al., 2015).

Evaluators should bienowledgeable of cultural and diversity issues aadsitive toF YA f A S& Q
preferences and beliefsEvaluators shouldse strong active listening skills when discussing these
issues with familieand should considefamily needs and gdswhen makingecommendations
regardingthe availableevidencebasedinterventionsfor ASD.

Linguistically Diverse Bimited English Proficiency

Whenever there are language differences in the evaluation process, the limitations in
interpretation of standardized data and tool use must be strongly considered.

Providers oMichigan Medicaid Autism Servicesist ensure that akligiblefamilies have access to
timely and qualityevaluation and treatmentincluding families whepeak a languagather than
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English Providers are required yedicaidpolicy to provide professional interpretation services when
needed and requested by the familigvaluators must be aware of the impact of language barder

the evaluation procesand data obtained from direct assessment for families and children of limited
English proficiency or English as a Second Language (ESL) status. Ideally, direct assessment of skills
should be completed in th® K A friRaydanguagdy an evaluatorcompeent in that language

However, having an evaluator who speaks the primary language of the family may not always be
possiblesoan interpreter is utilized When it is not feasible to conduct direct assessments in the

primary languagef the family limitations of the standardized data obtained should be highlighied

the clinical report

The ADOL and ADR standardization samples did not include utilization of interpretation seraices
linguistically diverse populations (Harris et al., 20idgughthe tools havebeentranslatedandvalidly
used in many languagékord, 1993 Sometimes thehildbeing assessed speaks English while the
caregiver speaks another primary langua@aregivers wherimarily speak a language different than
their child may undereport communication deficiten the ADIR(Vanegas et al., 2016). Additionally,
there may be some variability in severity ratings on the-RPduch as for Hispanic children (Overton et
al., 2007).For the caregiver interview, theanslated version of the ABR should be utilized rather

than having a professional interpreter translate the items for families with aEwglish primary
language.

The ADOS should be used with cautionith linguistically diverse populationscludng individuals

who are administered the AD@Sin their nonprimary language The ADOR developers note that
examinee comfort in the evaluation process is likely more important for the observational assessment
than the language in which the tool was adistered 6eeWPS FAQ websifer more information on
ADOS use with linguistically diverse individuals
https://www.wpspublish.com/app/OtherServices/FAQs.aspx#FAQHRe ADOS2 ToddleModuleand
Module 1 are largely based on nonverbal skills and, as such, there should be lower impact from
language diversitywith Modules 3 and 4 likely showing the most impaEbrindividuals of ESL status
whose parents have limited Erglii proficiencythe toolcan be usedbut interpretedwith caution
RSLISYRAY3 2y (GKS AYRAODGARdzZ f Qa O2 Y. Ghenlhatthgieisi KS | y 3
no available data to support scoringet ADOS when an interpreterdutilizedfor the childbeing

assessed, the measure should not be scareihterpreted with extreme cautiowhen the interpreter

was required for administration of the majority of the assessment

Finally evaluators should be aware that theage no data to support tht bilingualism impacts

language development for children with ASD or other developmental disabilities (Drysdale et al., 2014).
As such, bilingual and ndfnglish speakinig@milieswith bilingually exposed children (e.g., primary
non-English language abme and English through school) should not be encouraged to adopt one
language for their childlt is important for children in intervention services to continue to

communicate with their family of origjmnd English bias should not be present.

Medicaid PIHP covers the cost of professional interpretation services.

Assessment considerations for culturally and linguistically diverse families:

Take into account the impact of cultural beliefs and perceptions in ASD symptom reporting
andtreatment preferences
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Completedirect assessments in thahild'sprimary language whenever possible

Focus on completing robust interview of symptoms and observational assessment, even if
diagnostic tools cannot be formally scored

Note limitations of data btained with linguistic barrierée.g., ESL)

Use available formal tool translations whenever possible rather than having interpreters
translate clinical items

Be aware that caregivers who are language discordant with their child may-vejlent
communicaion deficits

Caregiverswho havelLimited Historical or Qurrent Knowledge

Given that the ASD evaluation requires thorough evaluation of the developmental trajectory of
symptomsbeginning irearly childhood, evaluations are complicated when the presenting caregiver has
limited current or historical information on thehild beingassessed. This is often seen for children in
foster care or who havhada change irtheir caregiving situation (e.giecently adoptedywith the

other parent or family member)Although not having a solid developmental history can impact our
certainty n the diagnostic process, evaluators should support medical necessity for care that is needed
for the child based othe current symptom presentationThere should not be systematic bias against
childrenin foster care or new caregiving situations.

Evaluator Tip Obtain as much collateral data (e.qg., records, teacher reports) and observational
information as possible when caregivers have limited current or historical information.

When the presenting caregiver has limited knowledge ofdhid, the following are recommended:

Obtain as much symptom history information as possible through record review. Nearly all
children have some pediatric medical record. Any child who hasibesshool will have

some information on file, such as report cards, attendance, and state mandated standard
educational assessments. Often children may have had contact with Early On or another
early childhood interventionFor foster care situationspsure theO K A dase @érker

attends the evaluation to provide any known information and to sign release forms allowing
you to collect records.

When allowed and consent provideeach out to others who have informati@boutthe

child. This may include teachers, day care workers, or family members.

Conduct a thorough observational assessmiardaddition to the ADG3.

Conduct developmental or cognitive assessment. fiugidesinformation on thechildQ &
mental age which allows you tinterpret your social observations.

Be mindful of the shared variance in symptoms between ASD and traumatic stress for
children with changes in primary caregivers.

Draw preliminarnyor provisional dignosticconclusions antteatment recommendations

based orthe data you obtained.

Monitor the O K A firéRei@tion andesponse to intervention.

Reassess as needadd obtain as much information possible from intervention providers for
re-evaluations.
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Corsiderations for Utilization of a Provisional Diagnosis

Diagnosticstatus for childrerwho requireclinical care isometimesuncertain, especiallwith

complicating circumstance¥heDiagnostic and Statistical Manual of Mental Disord&igth Edition

(DSM5) providesthe option of denoting the diagnosis ésLINE @A aA 2y f ¢ gKSy (GKS Of A
particular disorder is presenbut recognizes thamore information is required to be confident of a

specific diagnosisPer the DS (p. 23)

The specifier "provisional" can be used when there is a strong presumption that tleetiriia
will ultimately be met for a disorder but not enough information is availableéixe a firm
diagnosis. The clinician can indicate the diagnostic uncertaintgcording'(provisional)”
following the diagnosis. For example, this diagnosis might be used arherdividual who
appears to have a major depressive disorder is unable to give an addugsttey, and thus it
cannot be established that the full criiarare met. Another use dhe term provisional is for
those situations in which differential diagnosis depends exclusbretyre duration of iliness.
For example, a diagnosis of schizophreniform disorder reqaidkgation of less than 6 months
but of & least 1 month and can only be givprovisionally if assigneloefore remission has
occurred.

Given that ASD requires sufficient evidence of developmental presence of symptoms imlyhe ea
childhood years, there may be times in which this cannot beiguoefl, such as evaluation when
children are in foster care placement, with adoptive caregiver(s), or caregiven®astrong historical
reporters.

Possible factors that may necessitate a provisional diagnosis:

Early detection

Lack ofkufficient evidence of RRBs, especially in childirgter age two

Caregivers with limited information

Lack of sufficient developmental records or information

Confoundinglinicalvariables(e.g., separation from primary caregiver and other early childhood
traumatic stressors)

Assessment of medical status (waitiiog medical information)

Sufficient history and presentation per caregiver and collateral reports with observational
assessmentanfounded by shut down betvior or extremely challenging behavidrsat

impacted assessment participation

=A =4 =8 -8 -4
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When a provisional diagnosis is given the evalusidicatesthat sufficientsymptoms are present, but

that a higher degree of monitoring is necesstarglocument the developmental profile, trajectory of
symptoms, and/or response to interventios an example, a very yogiohild mayshowa full range of
social communication anidteractiondeficits butdoes not yet exhibit the full threshold of R&RBord,

1995) In this circumstance based on the documented literature diestrating that RRBs may emerge

later for some children with ASD, it would be clinically appropriate to aeithe present diagnosis as

ASD provisional rather theBocial Pragmatic Communication Disord® D), which does not require

the presence of RRB&zonoff, 2012) The provisional diagnosis of A&Dwsthe child access to

medically necessary cagrehereas the SPCD diagnosis may not allow the child access to the full range of
care or early intervention deemed medically necesgBryunkerWertman, et al., 2016)
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This enhanced monitoring inherently necessitategvaluationand obtaining collateral information
FNRBY G(K2aS Ayg@d2tt@ddmirmoyruled tfe piisionhaly@eterntinedNaSD
diagnosis

When a provisionaASDdiagnosis is given

9 The child should be deemed eligible for all medically necessargutined in the initial
evaluation reportincluding ABA

1 There-evaluationshouldbe conductedt the time frame specifiedy the initial evaluatomn the
clinical evaluation reporvhen a provisional diagnosis is given

1 Preference should be giventeturning to the initial evaluator or evaluation team for continuity
of carewhen feasible and with caregiver agreement

Lack of clinician experience is not a sufficient reason to give a provisional diagnosiEumstances in
which the evaluator lacksufficient knowledge for challenging differential or comorbid diagnoses, the
child should be referred to a highly experienced evaluatitih expertise in the clinical presentati(s)
complicating the referralldeally, these complicating variables will be assessed in the intake process
with appropriate triaging of complex referrals to highly experienced evaluators or evaluation teams.

The reevaluation when a provisional diagnosis is given should not be seameplication of the initial
evaluation, but rather a focal process for the evaluator to update the factors that complicated the full
non-provisional diagnosi€or more informationseethe re-evaluation section ilChaptero).

Considerations when Individ uals were Previously Diagnosed with ASD

BEvaluators will on occasiomeceive referals forchildrenwho had a reent ASD evaluation completed
by anotherevaluabr. Childrenwill alsopresentwho havehadevaluations ofpecificskills, such as a
recent £hool evaluation including speech or intellectual assessmdfiten feasible and deemed valid,
data of these recent evaluationshould be utilized. One notable exceptiofthie caregiver is
specifically requesting a second opinion evaluation, the eviainighould be conducted asfull, initial
evaluation please review the second opinion evaluation section of this document

In cases of transfer between PIHPs or CMHf8iP&ndividuals who were deemed to meet medical
necessity criteria for ABAhe initial evaluation from the transferring region should be deemed valid
and accepted unless there are clearly extenuating and clinically relevant circumstaecgs
caregiveror provider recommending/seeking revaluation) Ay A Y R A diigibiitdaf $eQides
should remain the same when moving to another county in Michigan.

In situations wha the caregiver is not requesting a second opinion, but is seeking servicbsas

ABA, tiis up to the evalator to review thepreviousreport to determinewhat evaluation components
were completed andhe quality of the evaluation. It is cost and time effective to da¢aalready
obtainedwhen possible to avoid redundancidowever, esaluators are reminded that completion of

the medical necessity form is based on the evalu@toredential as a QLP and that the evaluator is
certifying medical necessity (or lack thereofhus, the evaluator should minimally conduct an

interview with the presenting caregiver regarding current needs and gather some observations of the
child, even when data from previous evaluations is available
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If the caregiver is not specifically asking for a second opinion evalyatserreliable componenfsom
the recent ASD evaluatidn support medical necessityncludingthe necessary componest

Observational assessment (e DO and descriptive observatiohs
Caregivernterviewwith information needed foproof of medical necessity criteria (DSM
symptoms) and enough information to makelaicaldetermination onthe need for ABA
Information on developmental, emotiondlehavioral, and adaptive functioning

Any necessary components nateviouslycompleted or not completed to the extentecessary to
justify the clinical conclusions and recommendationthe previous evaluation should lmenduded

by the evaluator Further, any additional components the evaluator deems necessary to support the
diagnosistreatment recommendationsand medicahecessity should be completed.

Without compelling evidence that questions the validity of a previous evaluation, a comprehensive
evaluation using standardized tools, even if different than thiypécally used by the reviewing
clinician, from a qualified, competent evaluator or evaluation team should be considered valid for
eligibility qualification to avoid additional strain for the family and unnecessary cost to the system.
This should be detenined by the QLP reviewing the previous evaluation report.
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Chapter 4. Evaluation Results, Feedback, Recommendations for
Management & Behavioral Health Service Eligibility

After completing initial comprehensive ASD evaluatiand reevaluations foMichigan Medicaid
AutismServicegMichigan Medicaid Autism Servigethe primary evaluator (and other members of the
evaluation team whempplicable) is responsible for drawing conclusions based on the data, including
determining if achildmeets criteria for a diagnosis of ASD and meets medical necessity criteria for
BHT/ABA services. Caregivers are then presented with the results throughtaface feedback
session, with the option of including the case holder (e.g., supports cooad)nassigned clinician,

other professionals (e.g., parent support partner), and/or friends or family in the session. In addition,
the evaluation results, conclusions, and recommendations are communicated to the family, case holder,
and other providers ttough a written evaluation reportEvaluators and supervisors may find the ASD
Evaluation Quality Checklist helpful for ensuring that best practice in ASD evaluatitiedn followed
(see Appendix).

This chapter includes:

1 Providing feedback to caregiks

1 Writing and organizing the evaluation report

91 Developing higpriority recommendations

1 Communicating results when the child does not present with ASD

Feedback on Comprehensive ASD Evaluations

Providing feedback to th® K A farkilpisian essential role of the evaluator. Per the APA Ethical

t NAYOALX Sa 2F taeoOKz2ft23AaG4a FyR /2RSS 2F /2y RdzO0 o
aiSLia G2 SyadaNB GKFG SELX I ylFiA2ya RdE INGH dR Si&% 3Ty INB
NBLINSASY (Gl dA@BSs adzOK I 8 10EKpKinit)Kdsésstrent Rasli@&iyeis 2 NJ 3 dzl
a4SS1T I O2YLINBKSyaA@S ' {5 S@rtdzrdAz2y G2 FyagSNI |jdzsS
concerns about developmeat delays ard identify the appropriate services and supports for their child.

a4 adzOKZ GKS S@lfdzZ 642N ySSRa (2 Ot SINI& 02YYdzyAOl
caregivers. Faem-face feedback sessiofis person or by video conferencingpe strongly

recommended by MDHHS and are considered best practice for ASD evaludissenbaum et al.,

2002;Saulnier & Ventola, 2012). Providing feedback via a letter or notice of adverse benefit

determinationis not sufficient to address the clinical needs of thélat and to adequately communicate

0KS NBadz Ga G2 CakdverOdisa lhcR aiabildytaaBkHuestiénbldnddetermine
collaboratively the next steps to best help the chiltiese methods should only be used when necessary

dueto speciaDA NDdzvyadl yOSasz adzOK |a ¢gKSy GKS OKAfRQa O NJ
letter to schedule the feedback conference, the family has missed previous feedback session

appointments, or the family cannot attend due to extreme personal basrferg., chronic medical

condition, transportation).

Policy Note: Facto-face feedback sessions with the caregiver are strongly recommended for al
initial comprehensive diagnostic evaluations aneevaluations.
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Scheduling of the Feedbackession

Many families have experienced delays in obtaining the initial evaluation and accessing services, such as
KFgaAy3a O2yOSNya RAaAYAAASR o0& (K S-Kdteletak 2096) a8 RA O f
waiting to schedule the evaluation. Fer, caregivers are generally more satisfied with the ASD

evaluation process when there is less time waiting for a diagnosis and there are fewer professionals who
have been involved in the process (G#iochel et al., 2006). Evaluators are strongly recemaed to

schedule the fac¢o-face feedback session as quickly as possible following the initial diagnostic

evaluation. It is often helpful tdiscussscheduingthis session immediately following the evaluation
appointment and to provide families with randers, such as letters, phone calls, or other electronic
messages (text, email, through a client portal, e85 LISY RAYy 3 2y GKS FI YAf &Qa LIN
session may be scheduledperson at the clinic or through a HIP&&mpliant online video

conferencing platformTelehealth formats offer increased convenience for the family and reduce
transportation demands in returning to the clinic on a different dMhenever possible, the feedback

session should be completed fateface using video techhogy rather than a phone calfhe setting of

the feedback session should be quiet, free of distractions, and as private as possible. When in person,
having comfortable chairs and a agb of furniture that encourages collaboration and communication

can abo help facilitate the session (Nissenbaum et al., 2002; Shea, 1993).

Feedback sessions should be scheduled ficedequate amount of timée.g.,45 to 60 minuteyto allow

for a thorough discussion of the results, review of the recommendations, andabertnity to answer

any questions the caregiver and others in attendance may hewe feedback session should be

scheduled at a time that is convenient for families and that gives the evaluator adequate tsaeko

needed or required supervisiomtegrate the data and observations obtained during the evaluation

and to make thorough recommendationd/hen supervision or additional information is needed, it may

not be possible or advisable to give feedback the same day of the evalu&taegivers shodlbe

AYF2NYVSR 2F (KS LlzN1}2aS 2F (KS aSaaAitddiscussi 2 RA & Odza
recommendations for treatment). It is important that evaluators connect with the family throughout the
evaluation process and show compassion; thigprat will also help the family feel supported at the

feedback session. When scheduling the feedback session, caregiiveiid be encouraged tovite

20KSNJ FILYAf®@ YSYOSNAR 2N FNASYR&a F2NJ &adzLJLl2 NI @ 5SLIS
(e.g., supports coordinator), referral source (e.g., clinician), and/or other professionals should be

included in the feedback sessidivhen possible, itsi typically preferable to complete feedback sessions

GAGK | RdzZ G OFNBIAGSNB 2yfté (G2 Y| EATMcowubedfvilgoS OF NBIA
conferencing for feedback sessions is often convenient for inviting outside professionals and family

members.

Feedback to the Child

If a family would like the child to be included in the session and/or if a child/adolescent requests to
participate, evaluators will need to develop a plan with the family about how to set up the session and
how to communiate the results in an effective manneWith older children and adolescents, direct
presentation of the feedback may be beneficial when presented in a developmentally appropriate
manner, typically in a separate feedback meeting following the caregivdbée.
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ReEvaluation Feedback

Feedback sessions should also be completed whenever conductavglgations and will be especially
AYLRNIFYG 6KSy dzZLRFGSR S@lfda GAz2ya AyOfdzZRS aArAayaT
recommendations talecrease odiscontinue services, such asansive ABA. Families oftelevelop

positive relationships with behavioral providers atepend on the intensive treatment to address many

of their concerns about their child. It is natural that caregivers will experience significant anxiety and

stress ift is recommended that these services are discontinued, particularly as there may be a lapse

before other services and supports (e.g., outpatient therapy, CLS, respite) are initiated. In these cases, it

Aada 2FGSy O0SYSTAOAL T G anddr¢guddnodBiJrovidéis theddedbaicR @ssiorO 4 S K
to support the family and to ensure collaboration among providers. Evaluators should discuss specific
recommendations for other services, includifigss intensivemodes of treatment that will meet the

OKAftRQa ySSRa® /22NRAYIGA2Y 2F OFNB Aa SaaSyuaalrtrT
other agencies for treatment should be reviewed with the family and case holder to ensure the child
transitions to an appropriate level of care.

The tedback process is especially crucial when the evaluator determines the child no longer m
medical necessity criteria for BHT/ABA services.

In the feedback session and clinical report, it is also important for the evaluator to clarify whether the

child still is diagnosed with ASD but no longer requires ABA services OR whether the ASD diagnosis is

being ruled out completely. When the evaluation no longer suppant ASD diagnosis, the evaluator

needs to take particular care to explain why the diagjads not being given, why the child may have

previously met criteria for the diagnosis, and provide possible differential diagnoses, as well as
NBEO2YYSYRFGA2ya FT2NJ 20KSNJ aSNBAOSaE GKFG | NB | LILINE
feedback sesion, the evaluator should also be sure to inform caregivers of their right to seek a second

opinion on the diagnosis and/or determination of medical necessity for BHT/ABA services.

Completing the Feedback Session

Evaluators should present feedback on tkesults, diagnostic impressions, and recommendations to
caregivers in a warm and empathic manner. Evaluators need to be knowledgeable about ASD and
associated difficulties, as well as differential diagnoses when the evaluation results do not support an
AD diagnosis. Evaluators also should be familiar witiful@ange of services in their region.

It will often be helpful to structure the feedback session by first reviewing the reason for referral and the

OF NEIAGBSNRA 02y O0SNY a mocas ekBniindrk shalzidl defefnihie véhat thé dzi G A 2 y

OF NBIA@GSNRA SELISOGFGA2Yya INB Ay O2YLX SiAy3a GKS S¢o
particular diagnosis (Osbourne & Reed, 2008). Some families may not be expecting an ASD diagnosis,

even thoudn they ught the evaluationin contrast, other families may express a sense of relief when

being informed of the diagnosis because their concerns have been validated, and as such, may welcome

the feedback (Nissenbaum et al., 2002).

Table4.1 summarizesecommendations for completing feedback sessions. Evaluators are also
SyO02dzNy 3SR (2 NBOGASg (KS NBaz2dz2NOSzI a! Of AYyAOAl yQa

FFFSOGSR o0& etadzB0hGWhich iavailahlé thrgugh Autism Speaks
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(https://www.autismspeaks.org/tockit/atnair-p-quide-providingfeedbackfamiliesaffectedautism).
There are also videos available on the wabg accompany this manual and a quality checklist for
feedback sessions; these resources may be particularly helpful for trainees and less experienced
evaluators.

Table4.1. Recommendations for Conducting Feedback Sessions With Caregivers
General Strategies for Feedback:
1 Be wellorganized and prepared prior to the session, including familiarizing yourself with
test results, specific observations of the child, aedommendations, and having any needeg
forms (e.qg., release of information, consent to exchange) available to complete with the

family

1 Use good communication skills, including reflective listening and nonverbal communicat
strategies

1 Speak slowly and @dedy, with frequent pauses to allow for questions and reflections from
caregivers

1 Develop a small list {8) of key points to review prior to the session; summarize key point
(take-home messages) at the end of the session
Express high levels of warmth aechpathy
Monitor your own emotional reactions, even when faced with intense emotions from par
Allow time for questions
Include other family members and sources of support for the family
1 Use an interpreter when needed with families from rénglish spdeng backgrounds
Strategies for Feedback When Child is Diagnosed with ASD:
1 Be knowledgeable about the ASD diagnosis and treatment options, including BHT/ABA
services
1 Discuss next steps for obtaining services and needed supports
{ dzLJLI2 NJi  § K S engels foriréatmani and itdBrB&vices
9 Offer hope to the family while also being open, honest, and realistic about the ASD diag
YR GKS OKAfRQa FdzyOlAz2yAiy3a fS@St
1 Be prepared for a range of parental reactions and strong emotions
1 Emphasize child arfdmily strengths
Strategies for Feedback When ChildNst Diagnosed with ASD:
1 Explain the process of the evaluation and why the child does not meet criteria for ASD b
on an integration of the data (i.e., not just AD@Score)
1 Provide the family witla clear case formulation, including a diagnosis when appropriate
(there usually is a reason the child was referred for the evaluation)
9 Discuss recommendations for other needed services and referrals
1 Inform family of the right to seek a second opinion be tiagnosis

= =4 -4
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Sharing Diagnostic Information and Recommendations

During the feedback session with families, evaluators should discuss the importasiariofithe

evaluation results and coordination of care with other professionals involved in thexchild § NB I G YSy (i @
LI NI A Odzf F NE S@Ffdzkr i2NB I NB SyO2dzNI 3SR G2 0O2YYdzyAaO
primary care provider and any other referral sources (e.g., clinician, supports coordinator). It is also

important to emphasize to familighat sharing the report conclusions and recommendations will assist

with collaboration among different service agencies and providers to best help their child.

Evaluators should explain to caregivers the process of obtaining a copy of the final dipicafaor

their own records. This process varies among different organizations so evaluators will need to be
familiar with their own agency procedures. The evaluator should also discuss with families the process
for completing a signed release when neededend the written report and/or give verbal feedback to
external providers. It is important that the consent to exchange and release information be clearly
explained to caregivers so they understand their rights in sharing (or choosing not to shanep)drte

and diagnostic information with others. When providing verbal or written results and information to
other providers, evaluators should take care to provide the minimum needed information and to protect
the privacy of the family and child privacyrasch as is possible.

Evaluators are responsible for completing thensent to Share Behavioral Health Informatfonm

MDHHS5515) when sharing information between different providers. Perhtiehigan Medicaid

Manual(1.8.A., STANDARD CONSENT FOiéApmm is requiredby MDHHS to allow for health care

providers to share behavioral health and substance use disorder information. The consent is required to
be accepted, honored, and used for all Fee for Service (FFS), Managed Care and Prepaid Inpatient Health
Plan (PIHP) befieiaries both from and to any of those providers or entities. This form was developed to
ease communication among providers and different organizations, as well as to be compliant with state
and federal privacy laws.

Clinical Report

The purpose of the itlical report is to communicate the results of the data collected in the

comprehensive diagnostic evaluation, summarize the conclusions of the evaluation, and provide
recommendations to the family. The report often serves to grant the individual accesetizd
ASNDAOSazr AyOfdzZRAY3I .1 ¢k!.! &ASNWAOSaAZ 20GKSNJ aSNDA
(IPOS), and school special education. Another function of evaluation reports is to serve as evidence of
the service provided, and as such, it is ofteatessary to describe the evaluation procedures, tests
administered, and the results of assessment measures. However, this does not mean reports need to be
technical and emotionless, simply a list of scores and checkboxes next to behaviors and symptoms
(Ehneider et al., 2018). Wellritten evaluation reports provide a summary of the information gathered
that is understandable to the family and others reading the report, include observations and details that
are specificto the child and family, and clearly support the diagnosis and recommendaRepsrts

should be useful to other clinical providers but also written in a manner that is understandable to the
family and other nosprofessionals.

The use of templates ismmon practice among evaluators and often an excellent strategy to improve
efficiency. However, reports that overly rely on boilerplate language may be deemed as insufficient to
support the conclusions in the report. Further, long sections of clearly leegblanguage will likely be
skimmed by the reader, thus failing to communicate the results effectively (Schneider et al., 2018). It is
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also essential that evaluators consider how the report may be received and interpreted by the family.
Errorsinthecii RQ& Yy I YSZ 61 &d8A0 RSY23INILIKAO OKF NI OGSNRAGAC
unclear conclusions will not be helpful to the farrdlyd are not tolerated in the Medicaid systein

addition, errors in details about the child and family will urdare the conclusions in the report and

(KS FHLYAt28Q&4 O2yFARSYOS Ay (KS 8@Ftdd d2NI FyR GKS
with the evaluation process and may drive families to seek a second opinion on the diagnosis and
determinationof medical necessity for BHT/ABA services.

Evaluator Tip:
When using a report template, make sure to include details thaspezificto the child. At
minimum, include:

1 Review of background information obtained (e.g., developmental and medical history
academic history, history of intervention provided, family history)
/ F NBIAGSNI NBLRNI 2F (KS OKAfRQa ! {5 aeyLlizYya
Behavioral observations
{dzYYI NBE 2F GKS OKAfRQA O0SKIGA2NI
A formulation that includes:

o clear reasons fothe determination (or rule out) of the ASD diagnosis,

o discussion of differential or comorbid diagnoses, and

oI RSAONRLIiAZ2Y 2F OKAfRQa &adGNBy3aiGKa
1 Clear and necessary recommendations based on evaluation results

= =4 -4 -9

Reports should be wetirganized, with the organization of the report serving to support the conclusions

and recommendations. There are many variations of style and formatting that are acceptable for

reports; many agencies also have a preferred style agdrozation Reduce typos and grammatical

errors as much as is possible to improve the readability of the report. In general, reports should answer

the referral question and to communicate the data clearly. Evaluators should be mindful that overly
detailedand lengthy reports may reduce the usefulness of the report, particularly if the report includes
ANNBE SOyl AYyTF2NX¥IGA2YT NBO2YYSYyRIFIGA2YyaA GKIG | NB
templates that is not specific to the child. Evaluatsineuld strive to be precise in their wording choices

and to organize information in a cleaeadableand concise manner as much as is possible. Hable
summarizes general guidelines for evaluation reports.

Table4.2. Report WritingGuidelines.
Do:

Write clearly and as concisely as possible

Proofread carefully

Clearly state the reason for referral and make sure to address referral question(s) in the
formulation and conclusions

 Usepersof ANRG f 1 y3adz 35S 06SOdREY & QESAATRNIRA [5HyE
GFdziAadAO OKATRED

Make the report specific to the child

al18 NBO2YYSYRIGA2YA GKFG FNB GFAf2NBR
Include targets for intervention

Describe strengths of the child and family

Be sensitivetoth& I YA f @ Qa Odzf GdzNF £ ol O1 INRBdzy R LJ
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Avoid:

1 Overreliance on template/boilerplate language

¢ 'aAy3a GKS gNRy3d OKAfRQa ylYS o6dzLJaSGidAy3

1 Including other incorrect details (wrong pronouns, incorrect descripttn ofO K A f RQ &
or behavior, referring to mother when child lives with grandparents, etc.)

1 Including recommendations that are not applicable to the child or family (e.g., including
recommendation for ABA for a child who is not diagnosed with ASD)

1 Useof checkboxes of symptoms or AD@&ems (long and confusing to read; are not spec
to child; limited integration of data)

1 Extensive use of jargon, technical terminology, or abbreviations that may not be easily
understood by caregivers or professionitsm other disciplines

Report Components

The following is an overview of the various sections included in the clinical report. The heading labels
and organization of sections will vary depending on the template used and evaluator preference.
Regardlessf the exact order and style, the report should be comprehensive, include integration of the
data collected, and ultimately, help the child and family. Appediligludes several sample report
templates that can be adapted to help evaluators organizeetbeduation data and communicate the
results clearly.

Note for Administrators and Supervisors:

The process of a comprehensive ASD evaluation requires time for evaluators to score and interpret

G6Sad RIFEGEFXE O2ftSOG ySSRSR O2ftfFdSNrf NBEO2NRa FyR
settings, draw conclusions based on all gathered inforomatilevelop specific recommendations,

and complete an organized and waltitten report. Consider interpretation and writing time when

assigning responsibilities to your evaluators and give your staff a manageable workload of

evaluations per weekWhen ewaluation load is too high, increased errors in diagnosis are more

likely to occur. Quality and accuracy of evaluation should be emphasized over speed or quantity.

Reason for Referral

The reason for referral should include brief/ F 2 NY'F G A2y F62dzi oKeé GKS OKAf RC
evaluation. This should be tailored to each child and include specific concerns from the caregivers.
CdzNIIKSNE O2yOSNya FNBY 20KSNJ NBTFSNNIf aeddzNOSa 6So
clinician) should be described. The reason for referral should serve as a context for the remainder of the

report, with the goal of answering the questions raised in the referral in a clear and understandable

manner. It is often helpful to summarize theferral question(s) again in the summary/case formulation

section in order to organize the findings and to make the report as helpful as possible.

Background/History

In this section, evaluators summarize details about the child collected from a vafietyirces,

including the caregiver interview, medical records, concerns from referral sources, previous
psychological, speech and language, or occupational therapy evaluations, and information from schools
(e.g., IEPs, teacher observations, prior assesssnetc.). The most challenging aspect of writing the
background section is to summarize the relevant information in a succinct manner. Less experienced
evaluators tend to have more difficulty deciding what to include and how to organize information. Use
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of section headings (family information, medical history, developmental history, school information,

etc.) can be a helpful way to organize information, both easing the writing process and making the

report clear and easy to follovChief clinical officerand supervisors should provide feedback to

evaluators to assist in improving their clinical skills and report writBee Appendidfor examples of

how to organize the history section in the clinical report.

Review of ASD symptoms/ARI

Information abalzii ! {5 a&YLWi2Yasz AyOtdzZRAYy3a 'y AYRAGARIZ f Q&
interaction skills, and restricted, repetitive, and sensmelated interests and behaviors is obtained

GKNRdAZAK Yy AYyUSNIASS Rorieguivaiekiberview) ADet&ilQaboutpbskiiled A G S NJ 6
ASD symptoms can be included in the background section or in a specific section summarizing ASD
symptoms/ADW NB adzZ Gad 9@ fdz 62NAR aKz2dzZ R Ay Of dzZRS &LISOAT
including both strengths Y R ¢Sl {1 ySaasSa Ay O2YYdzyAOlI A2y |yR a20
behavior in different settings (e.g., home, playground, school, child care center, etc.) is also helpful to

explain behaviors in context. This is often especially important whemmgurizing interview information

when a diagnosis of ASD is not supported by the overall data.

It is often confusing to parents and other professionals to review a lengthy list of ASD symptoms based

2y GKS OF NBIAGSNIDa NI LI2oNDrElude tér ghat théchild doénotkdved S G K S

1 {5® t NPOARAY3I aLISOAFTAO SEIYLX Sa YR RNIgAy3a Oz2vyi
contexts will help support the conclusions and more accurately describe the Ehilther, using a

template with an extensive list of possible ASD symptoms that are checkéy effaluatords not

recommended; this seems impersonal and does not result in a report that is specific to a child.

Evaluator Tip:

When using the AER, be cautious imterpreting the algorithm recommendations as ruling in or
ruling out an ASD diagnosis. Caregivers may-avemderreport symptoms for a variety of
reasons. Further, evaluators should never rely on only one piece of information to make a diag

Behavioral Observations

As outlined in Chapte3, best practice diagnostic evaluations include observations of the child in both a
semistructured observational assessment and during other portions of the evaluation (i.e.,

developmental or cognitive téis1g). Behavioral observations serve to put the standardized test results

in context and highlight personal details of the child. These sections often include description of the
OKAfRQa &a20AFf LINBaASYyidldAz2y oA ydnndaRatiohzatteftiod S 2 F S &
motivation and effort, behavioral control, response to feedback, and any unusual behaviors or reactions.

9@ fdz G2NBR aK2dzZ R SyadaNBE GKIG GKS 20aSNBFGA2Yya | N
presentation, andhe referral question. Further, it is often useful to summarize how difficulties in

instructional control, attention, and communication may have affected the overall results.

Evaluator Tip:

Young children are often difficult to assess due to developmefatays, separation anxiety,
inattention and hyperactivity, and weak expressive and receptive language. When working with
young children, emphasize that test results should be interpreted cautiously and only reflect a
OKAf RQad OdzNNByYyd FdzyOlA2yAy3a & S@St o
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Cognitive/Developmental Testing

As emphasized in Chap®¥ | 4aSaavYSyd 2F Iy AYRAGARIzZ f Qa4 RS@St 2
is needed to code and interpret data from the ADD&d ADR and to appropriately consider potential

differential diagnoses. Evaluators should include a review of the overall test findings, explain test scores

(such as standardized scores and percentiles), and provide clear interpretation of the data. Highlighting
strengths and weaknesses, as well as potenti@harfor intervention, is also useful when summarizing
developmental/cognitive test results.

Adaptive Behavior Assessment

Adaptive behavior assessment (e.g., Vinel8nABAS3) is also a key component in understanding a
OK A t R Q tunctivdinigdéefelaid identifying targets for intervention. Evaluators are encouraged to
summarize test scores and findings of adaptive behavior assessment, including describing relevant
strengths and weaknesses. Given issues with accurate reporting &naygicers, as well as the impact of
possible differential and/or comorbid diagnoses, evaluators need to provide interpretation of the
findings and note possible explanations of the adaptive behavior skills reported by the caregiver.

Evaluatorsmay choosdo utilizethe DDCGAS (Wagner et al., 2007) in diagnostic evaluations and re
evaluations. It is important to note that information summarized in the overall@IAS score should be

obtained from a variety of sources, including standardized test datanafioobservations, caregiver

report (including clinical interview and completion of an adaptive behavior measure), and other

collateral data when available (e.g., school records). TRE€BBS is not considered or intended to be a
testinitself; rather,ih & | (22f FT2NJ RSAONAROAY3d (KS OKAfRQa 20S
outcomes of interventions.

Observational Assessment of ASD Symptoms

Observational assessmeista required component of initial ASD diagnostic evaluations and re
evaluationghroughMichigan Medicaid Autism Servic&he ADOS often serves as primary evidence

for supporting or ruling out an ASD diagnosis. However, the AD@$with all assessment instruments,

should never be used in isolation to determine a diagnosis. Giviért & Y I y& FIF OG2N&E OFy
social and behavioral presentation during the AEX)8.g., extreme shyness, oppositional behavior,

SO0 GKS gNRGGSY adzYYIFINEB ySSRa G2 LINRPGARS I (K2
explaining posible indicators of ASD symptoms in the context of the assessment, rather than simply a

fAald 2F GKS FTEI2NRGKY AGSYaod 9@FfdzZ 62NAR aK2dzZ R Ay
interpretation of behaviors and possible symptoms, and empealsbth strengths and weaknesses of

the child.A checklist of the AD@Salgorithm items is typically not sufficient.

Summary/Case Formulation

The summary provides an overview of the results, integration of the data, and conclusions about the
AYRA@GARIZ £ Qa RAF3IAy2aia | yR OdzNDidghayized, Bd chngldsions aind LINB & S
diagnostic impressions should flow easily and be clearly supported by the data presented in earlier

sections. Summary and recommendations sectimay be the only parts of reports that are read by

others. As such, it is essential to write clear, specific conclusiliexgnosis or diagnoseand

recommendations that are supported by the data. Summaries should be as succinct as possible while

also inaliding the necessary information to support the diagnosis and conclusiomg.include

RAF3Ay2asSa GKFIG FINB 0 gAGKAY (GKS S@Itdad Gd2NDa ao2 Ll
10 and DSM. Table4.3 summarizes guidelines and strategies \riting a clear case formulation and

summary.
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Table4.3. Strategies for Writing Clinical Summaries and Diagnostic Impressions.

9 Structure the summary section by briefly describing and integrating information from the ref
j dzS&aG A2y > OHantl Rsbey, inbetvién datalPeatmyiioral observations, and test daf
and interpretations

1 Briefly describe and reference specific test results and background information rather than
repeating the exact wording from previous sections

1 All information in thesummary should be from previous sections in the report; do not introdu
new information or data

1 Clearly explain why a diagnosis is being made based on integration of data; do not state a
diagnosis is made based on only one piece of information (e.g., RBCBe)

I Write as concisely as possible

1 Be direct and clear when stating a diaghasisliagnoses

! DescribeheA Y RA @A Rdzr f Qa &aiNBy3IGKa YR 6SI{ySaa

Evaluator Tip:

Be mindful about includingule-out diagnoses. Understandably, it is ramissible to assess for every

LR GSYGArf aeyvYLiizy 2N dzyRSNABRGIYR SOSNER | aLISOG 27
SOl ftdzZ GA2y® LY RRAGAZ2YS a2YS RAIFI3Iy2asSa ySSR (2
developmental level and thusly need to be de&stpending intervention and maturation. Howeve

including a long list of all possible ridet diagnoses that were not assessed for (e.g., ADHD,

intellectual disability, language disorder, oppositional defiant disorder, specific learning disorder) is

not helpful to the child or family. All rleut or provisional diagnoses should have a clear

justification for their inclusion. Further, the evaluator should include specific recommendations for

further evaluation and monitoring that is needed to assess @@sible ruleout diagnoses.

Recommendations

The ultimate goal of initial comprehensive diagnostic andvaluations is to determine the appropriate
services for a child, including enrolling in BHT services/ABA ddemedmedically necessary
Recommendations should present an overview of fpgbrity services, supports, treatment targets,

FYR | O02YY2RIGA2ya T2NJ GKS OKAfR® ¢KS NBO2YYSYRI

and current presentation, integration of test resulgs)d diagnostic impressions included earlier in the
report. The number and scope of recommendations should be realistic and manageable for the family. It
is also helpful to keep recommendations tifmaited, focusing on interventions and servigetevant

2N 6KS OKAf RQa OdzNBEBInfel & VeRtabSA012R IFis eRsBrifieh thag LIY Sy (i
recommendations are tailored to the child and family. This means that evaluators should strive to
include personal details and clear justifications for specifitommendations whenever possible, even

when working from a report template (Schneider et al., 2018).

Recommendations sections should be veetjanized, including organization by specific domains (e.g.,
medical, educational, family resources, etc.). Evalsashould work within their level of expertise when
making recommendations for professionals in other disciplines. For example, it is appropriate to
recommend additional medical evaluation, such as referral to a neurologist, genetic specialist,
psychiatist, or other medical providers. Howevesyaluators without the necessary medical training
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should not make recommendations for specific medications, other medical treatments, or tests or
procedures Table4.4 summarizes key points in writing recommendatidor the child and family.

Table4.4. Key Points for Recommendations.

f  Make recommendationspecifidi 2 OKAf RX Ay Of dzRAy3 OKAf RQa
and family needs
Include justification for recommended services, supports, and accommodations
Consider all available services within your PIHP and region, includinrgeBHEES/ABA,
outpatient therapy services, family support, educational services, auxiliary services such as
and occupational therapy, and other services (e.g., CLS, respite)
1 ¢KAY]l 2F NBO2YYSYyRIGA2ya & | adG2 R2¢& Az
o0 Keep the numberorecommendations manageable and realistic
0 All recommendations should breecessaryor child and family
0 Recommendations should focus primarily on services and strategiearthatlevant to
0KS OKAfRQA& Odz2NNByid RS@OSt2LISydalrt €S2
1 Organize recommendatiori®y domain (e.g., treatment/clinical services, medical, educational,
family, additional resources, etc.)
Put highpriority recommendations near the top of the list
Include referrals for outside providers and other evaluations when needed
Be specific abouimelines for reevaluation and recommended monitoring

1
1

= —a =

Summary of Report Writing and Organization

The clinical report serves as documentation of the ASD evaluation process and the need for services and

supports for the child. Reports remain part of ttfé¢ A fmRdical record and are often shared with many
professionals from different disciplines, including BHT/ABA providers, supports coordinators, health
professionals, and school personnel. As such, evaluators are responsible for communicating results
clearly and supporting the diagnostic impressions and recommendations made based on the data
collected in the evaluation. Supervisors and administrators need to provide appropriate support to
evaluators to allow for appropriate management of data and writinge to formulate reports that are
specific, clear, and helpful to the child and family.

The following are key points about evaluation reports:

0 Reports should be wetirganized, carefully edited, and as clear and concise as possible

0 Reportsshould y Of dzRS & LISOAFTAO AYyF2NXIFGA2Yy I 02 dzi
presentation, and social behavior observed during the AR@Gd other portions of the
assessment

0 The case formulation and diagnosis should be supported by integration of clinicahdaitaje
data point shoulcheverbe used in isolation to rule in or rule out a diagnosis

o0 Recommendations should be specific to the needs of the child and family, address the range of

services the child may need, and be realistic for the family

EvaluatorTip: With caregiver consent, evaluation reports should be sent to the primary care
provider/pediatrician, treatment providers, and supports coordinator. Obtain consents for sharing

the report for coordination of care.
]



Recommendations, Referrals, and Treatment Considerations

As emphasized throughout this manual, the diagrostialuation process throug#lichigan Medicaid
Autism Services more than simply determining eligibility for BHT services/ABA, as the primary goal is
to help the tild and family. Yet, determining medical necessity for BHT services/ABA is an essential role
of the evaluator. The evaluator is also responsible for making recommendations for other appropriate
services and supports for the child and family, includingrrafs to medical providers and specialists,
family and community supports, and educational services. Further, the examiner is responsible for
making necessary and appropriate recommendations and referrals for individuals wiai goalify for

a diagnosi®f Autism Spectrum Disorder or for whom ABA is not determined to be medically necessary.
The following section summarizes various domains and interventions to be considered in
recommendations for individuals who are diagnosed with Autism Spectrum Dis&wkduators may

find the handouts developed by the Michigan Autism Council helpful, includingrtévéder guide for

referral foryoung diildren with ASDandafter identification of ASD guide fparents

Behavioral Health Treatment/Applied Behavior Analysis (ABA

Evaluators shouldetermine K S OKA f RQa R A lgangral ASDa@EmeNBdr2ewtivrs,y R

and referthe child for a behavior assessment provided or supervised by a BCBA to recommend more
specific ASD treatment interventions. Treatment targets smerventions are determined

collaboratively with the family, BCBA, and case holder (e.g., supports coordinator). Evaluators (through
the initial diagnostic evaluation arahy needede-evaluatiors) shouldalsoprovide input regarding the
AYRAGARIZ £ Qa 2O3SNYff Fdzy Ol A 2y A yiikredsgiftensiBad?z YYSY RSR
durationgenerally result in greater gains from ABApecially fomastery of skill objectives (Linstead,
Dixon, & French, et al2017) and for building communication and early learning skilleung children

with ASDwhere no specific level of diminishing returnsliserved(Granpeeshelet al., 20091 instead

Dixon, & Honget al., 2017) There is no specific minimum or cap hours for ABA interventiofor

Michigan Medicaid Autism ServiceBlaving rigidequirements forminimumnumber ofhours for ABA
participationmay preclude some families from receiving care and result in treatment disparities for
families who canngtfor a range of possible reasoracess a certain hour intensity level at the
recommended doséPellecchia et al., 2019)

There is not a specific minimum or maximum hours of ABA for Michigan Medicaid Autism Serv
Treatment intensity and duration shitd be based on the specific goals for the child taking into
account child and family factors and other therapies and service provision. Greater dosage
(intensity and duration) is often associated with improved outcomes. Nevertheless, inability to
particdpate at a specific dosage should not preclude children from participating in ABA treatment.

¢CKS ./ .! &aK2dZ R O22NRAYIGS gAGK 20KSNJ aSNIBAOS LINE
primary care physician, schipmultidisciplinary team, speegbathologist,or occupational therapist, as

needed.At minimum, BCBAs should shareabnual reports when assessmentsiagsessments are

completed with services providers. BCBAs also should document and share findings aswisede

new goals are developed or when significant progress has been made by the child.

ABA can vary in the following domains:
9 Location: Homgcommunity,or centerbased
1 Intensity (number of hours per week)
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https://www.michigan.gov/documents/autism/Provider_Guide_for_Referral_of_Young_Children_with_ASD_572916_7.pdf
https://www.michigan.gov/documents/autism/Provider_Guide_for_Referral_of_Young_Children_with_ASD_572916_7.pdf
https://www.michigan.gov/documents/autism/After_Identification_of_Autism_Spectrum_Disorder_572906_7.pdf

1 Treatment targets and interventions

Treatment argets for children, adolescents, and young adults diagnosed with ASD may include one or
more of the following domains:

1 Communication
o Improving nonverbal communication skills, such as eye contact and pointing

0 9ELI yRAYy3I OKAf RQ& ddabgling answerthdldRestioFs2aNd/oNB |j dzS&a G Ay

participating in conversations
0 Use of nonverbal communication systems (such as Picture ExcGang@&unication
SystemPECS)

0 LYLINRPZS OKAfRQ& dzy RSNRAGFYRAY3I 2F AyadNHzOGAZ2Y

1 Socialinteraction skills

o LYLNRPGAY3I OKAftRQa FoAfAGe (G2 FGGSYR G2 23GKSN

Learn how to engage in reciprocal play with peers and adults

Practice social initiations and greetings

Learn how to maintain interactions

LYLINE @S OKAf RQprefekeyfcésandBrdetestsh y 2 1 K S NE& Q

Practice sharing and taking turns in play and conversations

Learn developmentally appropriate play and social interaction skills

Improve interpersonal boundaries; reduce physical overtures such as grabbing, pulling, or
usinganotE NJ LISNE 2y Q& KIYyR & | G22¢

O O0OO0OO0OO0OO0OOo

1 Reduce challenging behaviors
0 Extreme outbursts/meltdowns
Aggression toward others (biting, kicking, hitting)
Selfinjurious behaviors (heallanging, eating of noedible objects, biting/scratching self)
Elopement (particularlyni public)
Verbal aggression/threats

O O O O

1 Improve adaptive behavior skills
0 Implement a toilet training program

0 9ELI yR OKAfRQ& F22R NBLISNI2ANB FyR SFHiAy3 Kl

feeding clinic or individual providers suchazgupational therapist, primary care provider,
nutritionist, GI specialist, etc.)

o0 LYLINRP@S OKAftRQa alFfSie gl NBySaa 6Sdaos
stop signs or other symbols)

o LYLINR @S OKAf RQ& | 09elf, dr dotnplaiedther deHlasekaské S S G KT RNB a

Policy Note:
The use of punitive, restrictive, or intrusive interventions is prohibited during ABA. The use of
restraints, seclusion, and aversive techniques are prohibited by MDDHS in all community settil

Evaluators should refer to the Medicaid manual for updated information on current medical necessity
criteria, discharge criteria, ardbcumentation requirements for BHT/ABA services. When conducting a
diagnostic evaluation, evaluatoreed to carefully diermine, based on the comprehensive evaluation

results and the level of current impairment, whether an individual meets medical necessity criteria for
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BHT/ABA services. Functional impairment is more than just an 2B30&e or diagnosis éfSD rather,

tYdzad 0SS RSY2yaidiN}GSR GKIFIG GKS OdzNNBy(d AYLI ANNSYG:
addressed with ABA services. Although ABA treatment will likely be helpful for a range of individuals, not

every child diagnosed with ASD is in need ekthservices. Evaluators need to be familiar with the

range of services and supports available for individuals with ASD through the local PIHP/CMHSP so they

can recommend the most appropriate level of care for the child. Recommendations for services should

0S 0FraSR 2y (GKS OKAfRQa OdzZNNByl FdzyOlAz2yAy3ad tS@St
than on single data points (such as the AER38ore), family preferences, or recommendations from

other providers (such as supports coordinators,csgtpersonnel, BCBAs, etc.).

It is also important that evaluators (when conducting both initial diagnostic evaluations and re
evaluations) make decisions for medical necessity independently based on the data and are not unduly
influenced by the agency rdA RAy 3 | . 1 &aSNIAOSA 2N) YSYOoSHN@E 27
evaluator and service provider must be free of conflict; the assigned ABA provider should not be
completing the initial diagnostic evaluation or theaealuation.

z

0 KS

Evaluators shdd consider the following questions when determining medical necessity for BHT/ABA
services:
f I' N’ aevyLiizvya 2F !'{5 OdnNNByidte FFSOUuAy3a (KS OK
communication, social behavior, adaptive skilghich could be adessed by ABA
T 2KFEG gAatf 1.1 at221 ftA1S¢ F2NJI GKS OKAfRK 2KI{
interventions?
9 If child will be receiving homased ABA, is it possible for the service to be provided in the
K2YS 3IABSYy GKS 7Tl cakehtdvidgsituaidd®T SNEy O0Sa | yR
T LA GKSNB IINB + 2SN fS@St 2F OFNBE GKNRBdzAK GKS
needs (e.g., outpatient therapy, CLS)?
9 Are current impairments related primarily to comorbid diagnoses (e.g., séviléectual
disability, ADHD, trauma symptoms) that may be more appropriately addressed with treatment
interventions other than ABA?

Once the evaluator has completed the initial diagnostic evaluation and determined the child meets
criteria for an ASD dimosis and medical necessity for BHT/ABA services, the evaluator is responsible for
providing feedback to the family, as well as the case holder and/or referral sourcEdedback on
Comprehensive ASD Evaluatieastior). During the feedback sessionethvaluator should discuss the
recommendation for BHT/ABA services. If the family is interested in pursuing ABA, the child will then be
enrolled in services throughlichigan Medicaid Autism Servicéhe next step will be the scheduling of

the initial assesment by the BCBA, which will include assessment tools such as the Verbal Behavior
Milestones Assessment and Placement PrograraM¥BP), Assessment of Basic Language and Learning
Skills Revised (ABLIS, Assessment of Functional Living Skills (A&idBpr Autism Curriculum
Encyclopedia (ACE) Core Skills Assessment.

Policy Note:

Not all individuals diagnosed with ASD require ABA services; the evaluator is responsible for
determining medical necessity and the appropriate services based on th@childOdzZNNB y it t S@S
impairment and needs, as well as completion of documentation required for that region.
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The parent/guardian also has the option of declining services BHT/ABA services thiichiggan
Medicaid Autism Service$his may occur when fdlies do not have the resources to participate in this
more intensive treatment due to other responsibilities, barriers, and/or family stressors. Some families
may also prefer their current treatment provider, such as an outpatient therapy cliniciangehthat

this is an appropriate level of care for the child. In other situations, families may seek the initial
diagnostic evaluation solely for the purpose of better understanding their child, including obtaining a
diagnosisThere may be situations in vudh it is reasonable and/or necessary to refer to a community
provider for diagnostic assessment when unrelated to ASD service profgsioighly specific situations
(e.g., custody dispute, forensic evaluation, SSI/SBiluators should advise families of their choice in
participating in BHT/ABA services, choosing an ABA provider, and withdrawing the chiMiétagan
Medicaid Autism Services a later time if desired. Figure 6.1 summarizes the different outcomes that
may occur following an initial ASD evaluation:

Figured.1. Outcomes and Determining Medical Necessity Criteria for BHT/ABA Services

Child meets criteria for ASD Child does not 'meet criteria for
diagnosis ASD diagnosis
Does child meet medical necessity NO
criteria for ABA?
el
BHT/ABA? Not qualified

Qualified/Approved Not interested/
Enroliment Declined

Discharge Planning

Evaluators may be involved in decisions to discharge an individual from ABA services, particufarly whe
the determination is made based on the results of @valuation. Discharge planning should be

reviewed with the family, behavioral treatment team, and case holder at regular intervals (e.g., review
of treatment plan, updated ABA assessment results) eBervices may be discontinued prior to the
timeframe recommended for revaluation. The family should be noticed in advance of the service
termination (i.e., through a notice of adverse benefit determination). Families may also choose to
withdraw from BAT/ABA services or change ABA treatment providers at any time. If individuals are
leaving ABA services for any reason, it may be beneficial to conduehalgation to make
recommendations foalternate care angervices. These fevaluations should besguestedat any
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relevant timeneeded by the family, behavioral treatment team, case holder, or other medical
professional. The PIHP should provide authorization feavaduations as needed.

Table4.5Responsibilities of Evaluator in Determining Medicad@ssity for BHT/ABA services

1
1
1

1

f

1

Determine whether child meets criteria for ASD diagnosis
Determine whether child meets medical necessity criteria for BHT/ABA services

t NEOARS FSSRoOoIFO1l G2 LI NByiGkOFNBIADSNI NB

recommendations
If recommending ABA:

0 Clearly explain to family what ABA is, the steps for receiving this intervention, an

reason ABA is recommended (including potential treatment targets)

o Provide parent with information about ABA providers in the giaaluding the

options of centeror homebased providers)
o 58GSNX¥AYS GKS FTrYAfeQa AyiSNBai

o0 Ensure the caregiver understands the nature of ABA and the responsibilities and
demands involved (e.g., several heyrer week, parent involvement in training
sessions, allowing provider to come to home if receiving hdwarsed services, etc.)

If not recommending ABA:

0 Clearly explain to parent why ABA is not medically necessary at this time

o Provide recommendations for bér treatment interventions and services
Completeany necessary documentation for the region

Ay

Other EvidenceBased Therapy Services for ASD

When determining whether ahildmeets medical necessity criteria for BHT/ABA services, evaluators
will need to cansider whether intensive ABA is the appropriate level of care to address current

adyLiizya FyR RSFAOAGa® LF !.! &ASNWBAOSa
current presentation or if the family is not currently interedtin these sesices throughMichigan

Medicaid Autism Servicesther clinical services, such as individual or family therapy, social skills groups,

' NB y2i

and/or parent management training, may be warranted. These services may also be appropriate when
individuals are steppindown from intensive ABA to outpatient therapy. Evaluators should include
specific recommendations for other clinical services when needed and discuss the range of options in
the feedback session. Particular consideration should be given to necessaryetgcapterventions
O2yaARSNAY3I (KS OKAtRQA FdzyOlA2yAy3a {89
clinicbased (outpatient) and may range from 1 to 2 sessions a month to several times a week,
RSLISYRAY3I 2y (KSlewlofinip&ment RAF 3y24aia | YR

Clinical services may includat are not limited to

Sft-of YR

1 Behavioral therapy including principles from Applied Behavioral Analysis, conducted in the
outpatient setting. Consultation with a BCBA/BCHEBHR psychologist, or other qualified
professional within the community mental health setting may also be needed to conduct a
functional behavior analysis (FBAQ develop a positive behavior support plan that can be

implemented in home or community settings.
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1 Parent management traininge.g., PCIT, PMTO, Incredible Yeara)so often needed for
childrenwith ASD to address behavioral issues at home, particularly when children are also
diagnosed with ADHD, oppositional defiant disorder, or conduct disorder.

1 Social skills interventionare also often beneficial and can be conducted in individual or group
settings. These interventions focus on targeted 4killding of social interaction skills, such as
developing peer relationships, improving conversatimsidlls, and building cooperative play
skills.

9 Skiltbuilding onemotional regulationis also often helpful to children and youth with ASD to
AYLINR @GS LIR2aAldA@S O2LAy3a aiAtfta yR dzyRSNRGI YRA

9 Particularly for older childrenral teens with mild ASDndividual or family therapy that includes
approaches frontognitive-behavioral therapy(CBTand/or acceptance and commitment
therapy (ACTnay be helpful to build positive coping skills, address comorbid anxiety or mood
symptoms and/or target traumarelated symptoms.

Medical Services and Referrals

Individuals diagnosed with ASD often are medically complex and require medical care coordinated with
behavioral therapy and other services. It is essential that evaluators include ajzteop

recommendations and referrals for needed medical assessment and treatment in clinical reports and
discuss these referrals with caregivers during the feedback session. Evaluators need to be
knowledgeable about medical conditions that commonlyocourwith ASD, such as seizures, sleep
difficulties, feeding problems, and gastrointestinal conditions (Bauman, 2010). Further, evaluators need
to be familiar with the types of specialists to refdrildrento for various medical evaluations and
treatments.

The following include possible medical recommendations for individuals diagnosed with ASD:

1 General pediatric care and monitoringill children and youth diagnosed with ASD should
continue routine pediatric monitoring, including well child visits, screenings, and following the
recommended vaccination schedule (see Appe@fiar details about recommended
vaccinations by age groupk’S OKAf RQ& LINAYI NBE OF NB LIKeaAOAl yk
whether referrals to other specialists or additional laboratory tests/procedures are needed for
the child.

f Other Medical SpecialistRReferrals to other specialists may be warranted based® K A f R Q &
medical history, current symptoms, and/or to rule out possible medical explanations for the
OKAftRQ&a ! {5 RAIF3Iy24aAa& IyR da20AF0SR RS@St 2LI¥S
0 Neurology
0 Genetics
o0 Gastroenterology
0 Allergy/immunology

1 Psychotropic medicationAlthough there are no medications that target ASD symptoms
specifically, medications may be helpful in targeting symptoms associated with comorbid
conditions (e.g., ADHD, anxiety) and in management of irrityalitid agitation associated with
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ASD. Evaluators should recommend a referral for psychiatric evaluation when needed to clarify

0KS OKAftRQ&a RAF3Iy2aria YR RSGSNXYAYS GKS ySSR ¥
should also be knowledgeable about therrent evidencebased practices regarding the use of
psychotropic medication in children and youth in order to guide families and to make well

informed recommendations (see, for example, the reviewlib§ Findling2015.

1 Management of sleep problemsSleep difficulties, including problems falling asleep, frequent
awakenings at night, bedwetting (enuresis), and snoring, commonly occur in individuals with
'{5d aSRAOIt S@lfdza GA2y> &dzOK | & Oz2yadZ GFrdAz2y
evaludion, is often helpful to better understand possible medical causes to sleep difficulties. A
referral to a behavioral sleep specialist may also be helpful.

9 Hearing and vision screenin@articularly when working with young children with ASD,
evaluators sbuld ensure that children have had recent screenings of their hearing and vision.
Hearing and vision difficulties may be harder to identify in young children with ASD given these
individuals may be nonverbal and have other developmental delays. Furtreinbéssues may
be contributing to speech and language delays and social interaction difficulties.

Ancillary Services and Supports

Evaluators should be familiar with the full range of services and supports available through their PIHP/
CMHSRind recommend LILINE LINA I G S  a SNIIA OS Eligibiy for theSdiseridésS OKA f RQ
GFNASa olFlaSR 2y (KS OKAf RQa T te/aSsigied gadeYidderi(e @St | Yy R
supports coordinator) should work closely with the evaluation teamigassl BCBA, and family to

determine the necessary supports and services for the child and assist with authorizing needed services

in the IPOS-urther, when children are in foster care, it will be important for evaluators to consider the
range of services @ At I 6t S GAGKAY a5l 1{ FYyR O22NRAYI (S gAGK
making recommendations for services.

Given that language delays and communication deficits are commonly associated with ASD, evaluators

are encouraged to recommerspeech ad language therapyo address difficulties in receptive

language, verbal expression, pragmatic language skills (e.g., conversational skills), and/or articulation.
Occupational therapys also often recommended for individuals with ASD to build functional fine motor

skills, such as grasping and manipulating small items, expanding adaptive bekalg(®.g., dressing

self, eating with utensils, etc.), and addressing sensory integrégues (including feeding difficulties).

For children with coordination and motor difficulties, as well as medical conditions associated with

motor impairments (e.g., cerebral palsphysical therapyand/or consultation with a physical medicine

and rehailitation (PM&R) specialist may be recommended. Speech, occupational, and physical therapy
ASNDAOSa gAff GRBLAOIffe NBIJdZANB I LINBAONARLIGIAZY TN

Childrenwith ASD and their families often benefit from supports in the h@nd community in addition
to behavioral treatment and/or other therapeutic intervention$he following are common ancillary
support services that should be considered for necessity:

1 Community living supports (CLS) servieaes provided in home or comnmity settings to help
AYONBLIAaS 'y AYRAGARdIZ t Qda RS@St2LIVSyid 2F AYyRSLIS
promote inclusion in the community through skills training and personal assistance. When
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recommending CLS services, evaluators are engedrto describe key domains for functional
skills training and targets for interventions.

Y Respite serviceprovide a break to th® K A dafegars by having a paid adult (through a local
agency or a friend/family member) care for the child for shorigus. Respite services may be
beneficial for many families of children and youth diagnosed with ASD given the additional
stress and demands of caring for this population. Evaluators should provide families information
about respite care when appropriatd; K S 3dzA RS awStFE® ¢ 1S | . NBI |
F2NJ / KAf RNBY Ay aAOKAILYyéE Aa | KSfE LIFdA NBa2 dz2ND
(https://www.michigan.gov/documents/A_Family Guide to Réspi39866 7.pdf

When describing CLS and/or respite services in reports or feedback sessions, evaluators should be
mindful that services cannot overlap for a child and that the amount of intervention and service hours
must be medically necessary.

Educatonal Services

School participation and appropriate educational services, supports, and accommodations are essential
for schoolaged children and youth. Educational services supbport O Kpfofrés€téward academic

goals as well as address communicatimetor, selfcare, behavioral, and sociaimotional needs when
applicable. Further, the school is often one of the primary settings for social development and exposure,
such as participating in cooperative play agrdupactivities and developing peer rélanships. For very
young and preschoedged children, educational services are often beneficial to allow a child access to
needed services through the local school district (e.g., speech therapy). Enrollment in an early
childhood/preschool program is alsdten helpful to prepare children who are diagnosed with ASD for
formal schooling, provide opportunities for social development, and build early learning skills.

Caregivers are often confused about the distinction between a medical diagnosis of Autism Spectrum
Disorder and the certification under the Autism Spectrum Disorder category in the Individual Family
Service Plan (IFSP; for children under 3) or IndividubEziucation Program (IEP). Evaluators should
explain the differences between ASiZatuations conducted throughklichigan Medicaid Autism Services
and schoobased evaluations, as well as the distinction between a medical diagnosis and educational
eligibility of ASD. Evaluators are encouraged to recommend educational services and supports through
the local school district. Recommendations can also include specific services and accommodations that
may be needed through an IFSP/IEP or 504 plan. Recommendatiaesvices and accommodations
should be specific to the child and justified by the data. Recommendations for school services should
also address academic, cognitive, language, and/or behavioral needs that may be associated with
comorbid diagnoses, su@s intellectual disabilities, learning disorders, language disorders, ADHD, and
anxiety.

Per the Michigan ASD State Plan, effective coordination and collaboration between agencies and service
providers, including BHT/ABA services, educational servicésnadical care, is considered a critical

component in supporting individuals with ASD and their families. In some cases, it may be warranted to

have a modified school schedule to allow for ABA services; howé&isgshouldnot be basedn

convenience foscheduling through the ABA agenttyis essential that providers are following current

MDHHS regulationgnd collaboration of care between BHT and school providers is essé&vigdliators

FNBE SyO2dzN} 3SR (2 NBFSNI G2 GKS 3IFdzARSI aLC{t FIyR L
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https://www.michigan.gov/documents/A_Family_Guide_to_Respite_139866_7.pdf

Insurancebased Treatment/Intervention, available through the MDHHS website:
https://www.michigan.gov/autism/0,4848;294-73929--,00.html

Parent/Family Support and Community Resources

Administrator Tip:
It is crucial that supports coordinators read evaluation reports to develop the IPOS and have
discussion with fanlies to determine next steps, evaluations, and appointments for the family.

The goal of the initial diagnostic evaluation and behavioral treatment is to help the child be successful in
home, community, and school settings. Further, it is often highigssful for families to have a child

diagnosed with ASD (in some cases, multiple children). Evaluators should consider the needs of the

family and make recommendations for appropriate services and additional resources. Services through

the community metal health setting may includearent support partner (PSPhich is a service

F dzi K2 NAT SR (KNRdzZAK i KS -topkek Supp@riio parents/taregivels.ThelBSIRiSIA R S &
a trained parent with firshand experience navigating public systeans! raising a child with behavioral

or emotional difficulties associated with a mental health disorder or developmental disability.

Community mental health agencies may also offer parent support groups, educational activities, or
recreational programs thacan be beneficial to the family.

Evaluators should also direct families to wslpported local, state, and national resources, including

I RG220 0e 2NBFIYyATlIGA2yar 6So60airisSaxr GNIAYyAy3d LINBRINI
availableto help link the family with services and resources in the area, such as recreational programs,

as well asddresdinancial needs and barriers for the family, suchredsousing or transportation.

Alternative Treatments

Evaluators should be familiar with the range of treatments available and should guide families to
intervention methods with strong evidence support. In particular, evaluators should advise parents
against treatment methods that have been identified as hiuirto children (e.g.hyperbaric oxygen,
micronutrient deficiency lab tests/supplementdielation,bleach treatment). Evaluators should also
discuss the potential risks associated with other alternative treatments with limited empirical support;
these rsks may include lack of progress, high financial costs, and a waste of time and energy for the
child and family. The Association for Science in Autism Treatment (A8 Tasatonline.oryjandthe
National Autism G0 SN & b | (i APRojett(vwwinétibngl&utishde@er.org/national
standardsproject/) provideongoing updates on various psychological, educational, therapeutic, and
biomedical interventios, current research findings, and information about whether an intervention is
currently supported by research.
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Table4.6 Summary of Recommendations for Comprehensive ASD Evaluations
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9 Clinical Services/Treatment

f Medicd Recommendations

I Educational Recommendations

1 Ancillary Services and Community Supports

1 Additional Resources and Supports for the Family

BHT services/ABA

Other behavioral therapy

Parent skills training and psychoeducation
Individual/family therapy (outpatient or hombased)
Social skills group

General pediatric monitoring

Neurology/genetics

Psychiatric referral

Evaluation and treatment to address eating or sleep difficulties
Vision/hearing screening

Early On/Early Intervention servicégsough an IFSP (for children under 3)

IEP evaluation and development of IEP

School speech, occupational therapy

School social work services/behavioral consultation

Smaller classroom placement (particularly if associated intellectual delays, adaptive
defidts, and/or severe challenging behaviors)

Supports to address cognitive and learning delays

504 plan to address symptoms of ASD, ADHD, anxiety, etc.

Speech therapy

Occupational therapy

Physical therapy

Community lving Services (CLS)

Respite

Parent support partner

Addressing barriers for family and linking to commuitiased programs and assistance
(e.g., financial, housing, transportation)

Recreational opportunities in the community and through local organizations

Resources and education through local, state, and national organizations
Parent support groups and networking opportunities (in person and online)
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Recommendations and Treatmer@onsiderations when Child Does Not Qualify for an ASD
Diagnosis

As emphasized in Chapt@revaluators are responsible for determining the appropriate services and
supports for a child regardless of whether the child qualifies for an ASD diagnosis arschneeiétal

necessity criteria for BHT/ABA services. When an individual does not qualify for a particular service (such
F& ! . 103 aLISOATAO NBO2YYSYyRIGA2ya I NB S@Sy Y2NB
the individual improve in needed areéSchneider et al., 2018). Even if BHT/ABA services are not
warranted, evaluators are still in a strong position to help the child and family and to recommended
needed services and supports.

Evaluators must be familiar with the range of services and suppeailable in their region to address
possible differential diagnoses and areas of difficulty, such as developmental delays, language disorders,
intellectual disabilities, behavioral or emotional disorders, and/or environmental stressors/trauma. If
evaliators do not have the appropriate knowledge or skills needed to assess for differential diagnoses
and make appropriate recommendations for these issues, they should refer the child to another

qualified providetprior to completing the evaluation (see Chap3). Additionally, evaluators are

strongly encouraged to seek consultation with supervisors or colleagues when faced with less familiar
diagnostic presentations (e.g., trauma, psychosis) to aid in assessing for possible differential diagnoses
and makingappropriate recommendations.
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Chapter 5. Re-evaluations and Second Opinion Evaluations

Re-evaluations

Reevaluations by a qualified licensed practitioner (QLP) are advised based on clinical need, as

recommended by the examingii 2 I 8 & S & & nt syniptoristamt ®Fuid® tdeAtiNgdt planning,

such asontinued ABA servicesutpatient therapy, and ancillary services and suppgoReevaluations

may be requested by the family and/or when determined medically necessawdilier provider

Ay @2t @SR AY.RaXKB (CBIAGARQAEE OINS AYyGSYyRSR (2 0SS KSft LJFc
functioning and needand can providé O NB I R LISNRALISOGA PGS 2F (KS OKAfRQ
emerging comorbid conditiongnd need for services

When completing the initial diagnostic evaluation, the evaluator is responsible for recommending the

timeline for the reevaluation. Ealuators shouldletermine the recommendetimeframe foran

A Y R A Ore-8vditiatio® @hich should be stated clearly in the clinical report. Determining the re

evaluation period should be based on the comprehensive diagnostic evaluation and may hecadiue

08 ydzYSNRdza FI OG2NEX adzOK la GKS OKAfRQa 3aS 4
diagnosis, the presence of possible comorbid conditions that require further monitoring, and the level of

ASD symptoms.

In cases of arovisiond diagnosisof Autism Spectrum Disordethe diagnosing evaluator should

indicate that there-evaluation should be completed within one year of thigial diagnostic evaluation

and enrollment in ABA services when clinically relevanProvisional diagraes are given when the

child meets criteria for an ASD diagnosis and BHT/ABA services are considered medically necessary, but

the evaluator is less confident in the diagnosis or would like further information before making a

definitive diagnosis. Inthe®@l 8 Sa4> (NI} O1Ay3 (KS OKAfRQ& LINRPINBLaa
essential.

For children with an established and stable ASD diagnosis over time, there are multiple reasons for

clinical needor a reevaluation Reevaluations are not solglnor necessarily for the purpose of ABA
qualification.ReS @I f dzZ A2y a4 &dK2dzZ R LINRPOARS |y dzLRI SR LISNA&
and presenting symptoms, as well as guide appropriate treatment plantingeneral practice, re

evaluation $ often recommended every three to five years to reflect changes in developmental stages

and school transitions (e.g., elementary to middle school)

The following are possible reasons for a child requiringeveduationsooner(e.g., one yearthan
typically clinically recommended (e.three to five years) after the initial diagnosis

1 Child was given a provisional diagnosis of Autism Spectrum Disorder at the time of the
diagnostic evaluation

2] dZNNByidfte GKS aSRAOFAR t NPEOARSNJ al ydzl tevaligtiong ddereqdingdnd ddreli Sa G K I {
than once every three years, unless determined medically necessary more frequently by a physician or other licenseerpractitio

wWoNJ Ay3d gAGKAY GKSANI a02L)S 2F LN} OGAOS®E as511{ A& gl NB 2F (K
policy with Michigan statute.
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f The evaluator recommended a shortexS @ f dzt G A2y GAYSTt AgSvetyl a SR
youngOKAf R gKSNB Y2yAl2NAy3 27F ) KuBctioDikglebeR @& R

confidence in the diagnostic evaluation

The initial evaluation was completed in a hybrid or telehealtidsl rather than irperson

¢KS FlLrYAf@ 2N GNBFGYSYyG GSIFY NP NBljdzSaidAy3

current functioning level

1 The family or BHT/ABA treatment team would like to determine continued eligibility for
BHT/ABA services or to detemmai whether other services are appropriate to best meet the
OKAf RQa ySSRa

1 There are concerns with possible comorbid conditions not well understood or previously
assessed, or that require ongoing management and monitoring

1 The child is approaching adulthoadd needs support itransition planning, such amvigating
guardianship and/or power of attorney needs

= =4

A referral to an appropriate provider should be madhy dime that a family requests an updated
evaluation. A family should have the right to requesparticular provider, or to return for followp

with a provider who completed a previous evaluation, if the need for thevauation is within that
LINE A RSN A& & Dig delerally Accepibd-a®hiedt @& tiee for the child to follow Wwih t
initial evaluator or evaluation team for +&valuations when desired by the familgeferrals may also be

YI RS 6KSy OtAyAOrtte ySSRSR 68 2GKSNJ LINREGARSNE

Pediatricians or other physiciathgealth care provides

ABA Providers

Supportscoordinators

Other treatment providers (e.g., speech/language pathologists, occupational therapists,
psychologists, social workers, etc.)

= =4 =4 =4

The case holder (supports coordinator) and BHT/ABA treatment team should requestdbaluation
based on the timelineecommended by the diagnostic evaluator sooner if clinically necessary)

When receiving a request for a-evaluation, the supports coordinator will be responsible for updating
the IPOS and obtaining the needed authorizations forréhevaluation. PIHPs should approve
authorization requests for a revaluation when there islinical need as recommended by the treatment
team or other health professional.

The reevaluation doesot require any specifitools or instruments. Rather, it is up to the evaluator to
determine what assessments and procedures will be most helpfigtermine differentialor comorbid
diagnosisdzLJR I 1S G KS OKA f dRdxa deferdryieOniedical yidcassty for Sodtidied
BHT/ABA services.

The ADOS is not required for resvaluations but may be included when clinically appropriate. It is
not recommended to administethe ADOS as a standalone tool in+&valuations.

1 Caregiver interview of current needs and symptoms
1 Review of treatment progress, including relevant and applicatpetirom the ABA team,
schoolstaff, and other treatment providers (e.g., goals and progress in treatment; review results
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of VBMAPP/ABLL-B/AFLS; review thremonth reviews of progress; discuss treatment progress
with the BCBA/BCaBA, etc.)
 Assessmento®S OKAf RQA OdNNBy (G RS@OSt2LIYSydalrftkO23yAid)
review of data in this domain if recently completed at school or by another provider
1 Direct observation of the child (including tools such as the AD@®SA, CARSetc.andor
informal observatioh
1 Assessment of coccurring conditions

Reevaluations should be thorough, similar to initial diagnostic evaluations, and review current
symptoms, needs, and progress to determine service clinical impressioms@mmendations.

Most importantly,just like in initial diagnostic evaluatiortbe diagnosis of ASD and determination for

medical necessity criteria re-evaluationsshouldneverbe based on one piece of information, such as

the ADOS score. As described in Chapiethe ADOSI NXBljdzZA NBa +y SadGAYlFGS 27F
and intellectual level in order to select the appropriate module and to score the algorithm items. The

ADOS is not intended to be used in isolation to make a diagnosis or decisions about sdrudsr,

the ADOL was designed for diagnostic stability and was not intended to be used for treatment

monitoring purposes (Ldret al., 2012).When conducting re&valuations, &aluators need additional
AYF2NXYIEGA2Y L o2dzi GKS OKAfRQA OdaNNByld FdzyOlAzyay3
functioning across home, school, and community settings.

Pleasesee Appendi for a sample reevaluation report tempte.

Administrator Tip:
Feedback sessions are essential feevaluations and should be completed as clinically needed to
dzLJIRIF GS GKS OKAfRQa OFNB L FY |yR adzZJJ2 NI SF

Second Opinion Evaluations

As is emphasizetthroughout this manual, conducting diagnostic evaluations for ASD is a complex
process that requires a strong training background and examiner expertise. The expanse of age groups
(ranging from very young toddlers to young adults) and complex symptommiegsms of individuals
referred for evalations and services througlichigan Medicaid Autism Servicesther complicates

the process of diagnosing ASD and making appropriate recommendations for services. Even the most
skilled evaluators will be uncertabf the appropriate diagnosis at times and must make the best
RSOAaA2Y LI&aaAofS oFaSR 2y GKS AYyF2N¥IFGA2Y | OF ATl
judgment. Research findings have shown there is significant variability among difbeoéessionals in
making an ASD diagnosis (Williams et al., 2009). In particular, there is disagreement in the diagnosis of
ASD when practitioners do not use assessment tools with strong evidencell@asesistencies among
professionad in diagnosing ASID children from norEnglishspeaking backgrounds have also been
identified (Williams et al., 2009). In addition, weéditablished tools such as the AD®8nd ADR may

yield inaccurate data with certain symptom presentations, such as ADHD (Grzadzaiski@16).

Given the variability in opinions regarding diagnoses and the complexity of the evaluation process, there
will inevitably be situations in which a second opinion evaluation is warrahtistbrically second
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opinion evaluationgi.e., second opinion requests that are initiated by the patient/client) have been

more common in medical settings than in the mental health f{elduss et al., 2018Jhe second

opinion process has the benefit of ensuring optimal darghe individualand increasing trust with

treatment providergHeuss et al., 2018). Given the level of services associated with intensive ABA, many
families will understandably be highly motivated to receive these senespgcially since ABzan

typically only be accessed when an individual has a diagno&iSaregivers may be upset and

frustrated when they feel their child is in need of BHT/ABA services and the evaluator determines the
child does not qualify. In particular, discontinuing ABAvises or ruling out a previous ASD diagnosis

based omare-evaluation is often unexpected and distressing for families.

Other factors that may contribute to the seeking of a second opinion include
M Evaluationghat are too short
f Evaluationsthatto® i Ay Of dzZRS AYF2NXI GA2Y | 062dzi I OKAf RQ:
observational assessment,
Insufficient evaluation of possible comorbid or differential diagnoses,
Lack of explanation between parent report and clinician observation,
Poorrapport between he examiner and caregiver, and
Insufficientcommunication to the family during the feedback session and/or clinical report.

=A =4 =4 =9

Families are allowed to request second opinion evaluations per MDHHS policy. Information about
how to request a second opiniahould be provided to families following the initial evaluation.

Even when evaluators follow best practices for completing evaluations and feedback sessions, families
may be dissatisfied with the evaluation process or the decisions made based evetlation. Per

Medicaid guidelines, if the beneficiary requests, the PIHP must provide for a second opinion from a
gualified health care professional within the network or arrange for the beneficiary to obtain one
outside the network, at no cost to the heficiary. Evaluators, as well as the IPOS case holder, should
ensure they advise caregivers of their rights in seeking a second opinion and to appeal any decision to
deny or change the amount, duration, or scope of a particular service.

Conducting Secon®pinion Evaluations

Per Medicaid guidelines, the PIHP must assure that any decision to deny a service authorization request

or to authorize a service in an amount, duration, or scope that is less than requested, must be made by a
health care professionsl K2 KIF & F LILINRLINAI 68 Ot AyAOlf SELISNIAAS
such, it is essential that evaluators have the appropriate qualifications and are working within their

scope of practice when conducting initial diagnostic evaluations exedaluations (see Chapt@j.

Further, the PIHP must identify qualified professionals within the network (or outside of the network
when needed) who can conduct second opinion evaluations. These individuals should have a high level
of expertise and experience in conducting comprehemsi$D evaluations, including strong knowledge

of differential and comorbid diagnoses. If evaluators receive a referral for a second opinion evaluation,
they should refer the family to a different provider if they do not have the appropriate expertise deede
to complete the evaluation or if they have a conflict of interest related to the family (aegevaluator

is also the directreatment provider).
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When conducting a second opinion evaluation, the guidelines for conducting best practice evaluations
for initial diagnostic evaluations should also be followsee ChapteB). Regardless of whether the

family requested the second opinion evaluation after an initial diagnostic evaluation or based on
discontinuation of ABA services following theenealuation the second evaluation needs to be
comprehensive. Simply conducting portions of the evaluation, such as the-2DO&lying primarily

on the opinions and conclusions of the previous evaluatarpisecommended. The evaluator will
typically reviewtheNB & dzf 6§ & 2F GKS LINBOA2dza SOOI fdzZ A2y 640
process of the evaluation, meaning the evaluator will be aware of the previous diagnosis and
recommendations. The evaluator still needs to reach an independent decissed loa@ the data

collected through the second opinion proce$ke evaluator should be aware of the test re
administration rules and use alternate measures for assessing cognition and other dohin&ns.
feedback session and written report should clearlylaxpthe supporting data for the diagnosis (or rule
out of the diagnosis) as well as justification for the recommendations for treatment.

Best Practice Tip:
When conducting a second opinion evaluation, determine what questions the caregivers have and

diagnosis and functioning level, as well as specific recommendations, rather than simply seeking an
ASD diagnosis and enrollment into BHT services/ABA.
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Chapter 6. Michigan Medicaid Autism Services: Frequently Asked
Questions (FAQS)

The following is a collection of common questions regarding the Michigan Medicaid Autism Services:

Is there a requirement that ASD evaluations must be completed withirdays
of a request?

Evaluations should occur in a timely manner
The 14 day mandate relates to initial contact with the family/individual, which could include
intake, supports coordinatiordevelopment of thdPOS, etc.

See Michigan Medicaid Autism Servipekcy. Michigan Medicaid Policy, Provider Manual

Are the evaluations only to be used for diagnosis of ASD and recommending
ABA services? Should othdiagnoses and/or treatment recommendations be
considered?

Diagnosing clinicians should work within their expertise, but we encourage you to consider
other appropriate diagnoses and make recommendations about fellpware as

appropriate.

Remember that youth/families have concerns and are looking for help ab agjor more

than a diagnostic label.

SeeChapter 3: Comorbid & Differential Diagnoses and Chapter 4: Recommendations,
Referrals, and Treatment Considerations

Is ABA eligibility determination made based on AD@&nd ADIR scores?

Clinicaldiagnosis of ASD, including administration and interpretation of AR@8d clinical
recommendation of ASD is required.
Tools are part of the assessment, but tools do not make the ASD diagpbBis do.

SeeChapter 3: Comorbid & Differential Diagnosed @mapter 4: Recommendations,
Referrals, and Treatment Considerations

Will Medicaid cover additional assessment practices (such as cognitive/
developmental, adaptive behavior, and/or symptom monitoring), or is there is a
capped rate of reimbursement for éuations?

Clinicians should work closely with th€@IMHSPagencies and regional entities to determine
allowable services and rates

Comprehensive evaluation, including assessment of intellectual and adaptive functioning,
has always been allowed
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Clinicians are encouraged to use tools within their expertise that help answer important
guestions about the youth being served and help plan appropriate treatments
If not in scope, REFER before making determination

See Chapter 3: Essentiamponents of a comprehensive ASD evaluation

Can a provider use results from a recent outside evaluation in eligibility
determination?

Data from recent previous evaluations can and should be used when feasible and deemed
reliable and valid.
Unnecessary replication of tests is a burden on the family and wasteful.

See Chapter 3: Considerations when individuals were previously diagnosed with ASD

What should | do if | get a case outside of my expertise or scope of practice?

Nobody isall-knowing! Your region can help connect you with more experienced or
specialized clinicians for special or unclear cases outside your comfort level

We routinely share results with the family physician / pediatrician to recommend medical
follow-ups, whichthey can usually coordinate

Sometimes a flexible approach may be needed, e.g., we may provisionally diagnose autism,
but recommend a hearing evaluation or other workup. Y6MHSPagency and region can
work with you to authorize a rassessment or change the treatment plan when needed

See figure 3.1

Canphysicians provide ASD diagnostic evaluations and/or write prescriptions
for ABA?

Evaluations are performed by a qualified licensed practitioner working within their scope of
practice and who is qualified and experienced in diagnosing ASD

Qualified licensed practitioner include: physicians, psychologists, advanced practice
registered mrses, physician assistants, or clinical social workers with training, experience, or
expertise in ASD and/or behavioral health

Physicians must follow the same evaluation procedures and use of tools; a prescription does
not equal proof of medical necessity

See Chapte3: Essential components of a comprehensive ASD evaluation

Are ASD reevaluations still necessary?

While not required for continued eligibility for BHT/ABA services, there are a host of
situations in which reevaluations are begtractice and useful to the child and family

See Chapter 5: Revaluations
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Are reevaluations completed for the purpose of4giagnosing ASD?

Autism is usually a lifelong condition (although somewhat less than 10% of children who are
crediblyRAl 3y2aSR gA0K lFdziAayY R2 aSSY (2 a3aINRg 2dx
The purpose of KS @I f dzF A2y Aa dzadz-rffte y234 G2 aSS AT Gl
that intensive interventions such as ABA are sufficient and/or still most appropifiatey

additional treatments are needed, assess for comorbidities, etc.

Diagnosing clinicians can also be valuable in helping the family integrate the ABA part of

their treatment plan with larger life goals and medical goals for their child

SeeChapter 5: Revaluations

Is there is a specific (e.g., 7, 14, 30 day) timeline requirement for the evaluation

report to be completed and uploaded?
There is no specific timeline for the evaluation report to be uploaded. The report should be
completed in @imely manner with all data from the evaluation incorporated in the clinical

impressions and recommendations.
There should not be long delays for reports to be completed and uploaded.

See Michigan Medicaid Autism Services pdiitighigan Medicaid Policy, Provider Manual

Is the speed of scheduling and completion of evaluations a priority over quality
and thoroughness oévaluations?

It is imperative that evaluations are done in a comprehensive manner with the most
diagnostic certainty possible.
Quiality and thoroughness are essential.

See Chapter 3: Essential components of a comprehensive evaluation

How many evaluationshould a provider be able to complete in one day and/or
per week?

ASD evaluations are complicated and require integration of multiple sources and modes of
data, as well as interpretation of qualitative observations. This necessitates time for the
evaluator to organize the data, score measures, and write a clear anal usport.

Evaluators will need time to do so; without this time, it is likely that more diagnostic errors
will occur.

For individual providers, conducting more than one evaluation per day and/or more than five
evaluations per week is not recommended.

See Chapter 3: Essential components of a comprehensive evaluation
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Is ABA always appropriate for a child diagnosed with ASD?

ABA is the most effective therapy form that produces the most benefit in the largest number

of children with ASDHowever, it isiot the only effective tool nor is it the best tool for every

specific child.

Children who are doing very well in the community might need much more targeted ABA

help or might be better served through the school system and with other community

supports raher than ABA. Some youth with ASD whose primary problems are associated
FYEASGekRSLINB&aEaA2Yy YAIKG 068 6SGGSNI2FF Ay Lae
wSO2YYSYR ! . ! 6KSYy AdG A& I 3I22R FTAG F2NJ GKS O
appropriate to the problem.

SeeChapter 4: Recommendations, Referrals, and Treatment Considerations

Isthere a minimum number of hours or a cap for ABA hours?

ABA carbe applied many wayand treatment intensity should be based on child needs and
child/family factors
o Early Intensive Behavioral Intervention (EIBI) shows best suetthsisicreased
dosage (>20 hours), though gains are made with more modest dosage
o0 Modified ABA to meet developmental needs of very young children (e.g., Early Start
Denver Model)
ABA hours as needed for skill building
ABA hours as needed for problem behaviors
Social skills group
Parent training models
Consultative ABA to inform currenére plans

O OO 0o

Hours should be based on:
0 Medical necessity of dose
0 Goals for skill building/behavior targets
o Family choice and child capacity to participate
0 Hours are determined by the family, ABA treatment team, and supports coordinator

See Chaptet: Applied Behavioral Analysis
What do all of the different terms and acronyms mean in this document?

Here are some common terms and acronyms used in this manual:

Terms and Acronyms Definition

Applied Behavior Analysis (ABA) A process ofystematically applying a variety of eviderbased
practices to improve socially significant behavior (e.g. those
important for successful functioning in a variety of
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environments). ABA is founded in the scientific principles of
behavior and learning andcludes, but is not limited to,
functional communication training, discrete trial training,
reinforcement, prompting, incidental teaching, schedules,
naturalistic teaching, shaping, and pivotal response training.

Autism Diagnostic IntervieRevised
(ADIR)

A structured interview tool that may be used to diagnose Autis
Spectrum Disorder (ASD), plan treatment, and distinguish aut
from other developmental disorders.

Autism Diagnostic Observation
Schedule (ADGY

An observational assessmmeaneasure that may be used in the
diagnostic and assessment process for Autism Spectrum Disg

Board Certified Assistant Behavior
Analyst (BCaBA)

A bachelor level certification for a person who may provide
behavioral assessment, behavioral interventiand behavioral
observation and direction under the supervision of a BCBA

Board Certified Behavior Analyst
Doctoral (BCB®)

A doctoral level certification for a person who may provide
behavioral assessment, behavioral intervention, aetiavioral
observation and direction.

Board Certified Behavior Analyst
(BCBA)

I YIFAaGSNNna £ Sg@St OSNIAFAOI G
behavioral assessment, behavioral intervention, and behavior
observation and direction.

Behavioral Health Treatnmé (BHT)

¢CKS ddzYoNBtftlFé 2F O0SKIFQDA2NI §
Behavior Analysis (ABA), which have been identified as evide
based by nationally recognized research reviews and/or other
nationally recognized substantial scientific and clinicadenwce.

Community Mental Healtservices
Program (CMHSP)

A government contracted entity that manages mental health
services for people enrolled in Medicaid.

Early and Periodic Screening,
Diagnostic, and Treatment Benefit
(EPSDT)

A benefit that provides comprehensive and preventive health
care services for dgldren under the age of 21 who also are
enrolled in Medicaid.

Functional Behavior Assessment (FE

An assessment used to identify the function of certain behavig
of an individual with a developmental disability.

Individualized Education Program (IE

A plan developed by a team, for eligible students with disabilit
under state and federal special education law, that describes {
offer of free appropriate public education in the least restrictivg
environment, including special education, and/orateld services
and/or supplementary aids and services.

Individual Plan of Service (IPOS)

Developed through the Perse@entered Planning (PCP) proces
the IPOS includes information about the individual, goals and
outcomes, and the services needed to acki¢hose goals and
outcomes.

Michigan Department of Health and
Human Services (MDHHS)

The department responsible for health policy and managemer
0KS adlridsSQa KSHEOKSE YSydlt

Personal Protective Equipment (PPE

Clothing or equipment designed to minimize hazards and prot
a person from injury or iection (e.g., face masks, shields, glov

Prepaid Inpatient Health Plan (PIHP)

The entity responsible for managing behavioral health service
for individuals enrolled in Medicaid.
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Restricted and repetitive behaviors
(RRBs)

Restricted and repetitivedhaviors assessed for as part of the
diagnostic criteria for Autism Spectrum Disorder, including
stereotyped motor movements and language, restricted
interests, repetitive or ritualized patterns of behavior, and hype
or hyposensitivities

Qualified Behwaioral Health
Professional (QBHP)

Professional who meets MDHHS requirements for providing
behavioral health treatment

Qualified Licensed Practitioner (QLP

Professional who meets MDHHS requirements for conducting
diagnostic ASD evaluations. Basedtmevaluation, the qualifie
f AOSY&aSR LINIOGAGAZ2YSNI ov[tO
recommends general ASD treatment interventions, and refers
child for a behavior assessment.

Telehealth

Delivery of healthcare remotely by means of telecommatians
technology. Telassessment refers to assessment completed
remotely using technology (video and audio communication)

Additional questions?

Reach out to the MDHHS ASD program staff if you have any MMAS clinical or policy questions or
problems. https://www.michigan.gov/autism/0,4848;:294-63683--,00.html
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Appendix A
ASD Developmental Symptom History Interview
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Domains to be Covered in a
Developmental Symptom History Interview for  ASD

General Points to Remember When
Conducting a Diagnostic ASD Interview

1) Use good general clinical interviewing skills. To that end, complete a full clinical interview and
not just ASD specific questions. Open ended questions that allow the parent/ caregiver to teach
you about the child are much more fruitful than pointed ygso questions. Additionally, open
ended questions help to protect against reporting bias.

2) Remember typical development! This is always the best benchmark in understanding what is
abnormal.

3) ASD involves symptoms from both the soc@mhmunicationAffective domain and restricted
repertoire domain; need to have deficits / symptoms in both areasake an ASD diagnosis.

4) ASD symptoms should be present in the early developmental years, though impairment may not
0S SOARSYy(G dzyiiat GKS az20Atf RSYFIyR&a SEOSSR (KS
disorder, if initial symptom onset is late childhood or adolescence, it is not ASD. However,
remember that impairment is different than symptoms.

5) ASD is not a disorder that varies significantly by environment: you cannot turn it off and turn it
on. If symptoms are only present in one envimoent, it is not ASD. However, there may be
fewer demands placed on kids in one setting (home/with family, school) so symptoms may be
more apparent or severe in more demanding situations.

The symptoms below are not to be viewed as appropriate fordslld€iall ages chose the items that

0Said NBFESOG (GKS OKAftRQa OdNNNBYyid FdzyOlA2yAy3az | yR
stage, make sure the parent or caregiver is responding from that vantage point. For example, you could

al ez awle®Ayl2 @2dz2NJ OKAft RQa aSO2yR O0ANIKREF&XE

Social Affective/Communication Skills

FWSYSYOSNJ 0KS T20dza A& 2y (GKS &a20Al ¢ dzaS 2F 0O2YYdz
A Verbal communication skills

o Level of language skills (single words, phrase speech, fluent
sentences)
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A

A
A

Directed language use (for requesting, social chatting)
Conversational skills
Topical perseveration
Lack of reciprocity
Literal interpretation of language/poor sense of humor
o We&k language pragmatics
Nonverbal communication skills
o Eye contact
Pointing (age of emergence of protoimperative and protodeclarative pointing)
Gesture use (instrumental, emotional, descriptive)
Joint attention skills (initiation and response)
Awareness of nonverbal communication of others
Facial expressions utilized for communicative purposes (can you tell how child feels by
looking at his/her face, does child use facial expressions to communicate a range of
affective experiences)
Social interest motivation
o Engagement with peers
o Interest in making friends
o Prefers to be alone vs. with others
Social awareness
o Awareness / understanding of emotions of others (response to
distress)
o Orienting toward others
o Social referencing
Social responsiveness (quality, consistency by environment, frequency)
o Response to name
o Social games (peekboo, duckduckgoose)
o Highlymotivating situations (preferred activities)
o Less motivating situations (less preferred activities)
Social initiation (quality, frequency, related only to strong interests)
o Requesting*
Play based
Surrounding specific topics
Sharing
Showing
o Starting conversation
Poor theory of mind / perspective taking / social prediction skills
Odd / unusual social behaviors

O O O O o

OO O O o o

o O O O

*Remember that requesting behaviors for the purpose of assistance with no social intention are not
deemed highly social
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Restricted Repertoire/Stereotyped Behaviors

P

Strong interests

o

O O O O

(0]

Odd or unusual interests

Consuming by intensity even if developmentally normal interest
Topical perseveration

Fixation on parts of objects

Odd object attachment

Level of distress when access to interest area is blocked or removed

Inflexibility / Repetitive behaviors

0
0
0

Difficuky with transitions
Rituals
Intolerance of change in routines

Unusual fears / no fear
Stereotyped language use

0
0
0

Delayed echolalia (context congruent and incongruent)
Repetitive language
Odd intonation

Hand / body mannerisms (flapping, fingeaving, rocking, spinning)
Aberrant sensory behaviors (hypor hypersensory response / interest)
Selfinjurious behaviors / severe aggression

Play Behaviors

A Functional play skills
A Nonfunctional play (lining up objects, hoarding)
A Creative/ imagiative play skills
A Parallel play
A Reciprocal play
A Range and flexibility in play
Review of Systems/Associated Symptoms
A Prenatal history (in utero exposure to prescription medication or substances, etc.)
A Birth history (prematurity, anoxic episode, etc.)
A Developmental milestones / uneven development

(0]

Gross motor / Fine motor
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o Receptive language / Expressive language
Sleep patterns (difficulty initiating or maintaining sleep)
Eating habits (picky, resttexd, repetitive, pica)
Behavior & mood (compliance, aggression, mood, anxiety)
Executive skills (attention, impulsivity, activity level, flexibility)
Toileting skills
Medical conditions
o Seizure disorders
Allergies / Immune dysfunction
Gastrointestimal disorders
Motor problems (fine motor, apraxia)
Genetic syndromes associated with ASD characteristics

o Do o Io Do Do

o O O O

*Around 20% of kids will have an identifiable genetic condition associated with ASD characteristics; refer
to neurology and genetics

High Frequency Rule-Outs

™

Early childhood deprivation (sometimes seen in kids adopted from orphanages ansbwgte
neglect during infancy)

Trauma / Abuse / Attachment issues

Sensory impairment (deafness, blindnesdjvays suggest vision / hearing test if not completed
Language disorder especially when with comorbid anxiety / ADHD

Severe to profound intellectual disability

Selective mutism

Severe social anxiety / OCD

ADHD(especially with oppositional features)

Psychosis/prodromal psychosis (negative symptoms, unusual thought patterns, delusional
thinking)

Major depression

Severe lead poisoning

FASD

To Do To o Do Do Do I

To o

*Always remember that children with ASD frequently present with cbidities

A special thanks to Kara Brooklier, Ph.D., Pediatric Neuropsychologist, for her work on developing this
bestpractice guidance document.
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Appendix B
ASD Assessment by Age Best Practice
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Autism Spectrum Disorder Assessment. Considerations for Age
and Functional Skill Level

Step One:
Establishing the Autism Spectrum Disorder Diagnosis

General ASD Evaluation Points to Remember

Assessment of Autism Spectrum Disorder (ASD) should be based on multiple data points (direct
observation, caregiver interview, test data). The Autism Diagnosis Observation Schedule, Second Edition
(ADOS) is a very helpful tool in ASD assessment; howeliagnosis of any condition should never be

based on one test. Notably, the AD@$®rovides an instrument classification amot an ASD diagnosis.

The Autism Diagnostic IntervieRRevised (ABR) is a standardized tool to assess for caregiver report of
current and past ASD symptoms; again, this is a very helpful tool in ASD assessment. HoweveR the ADI
does not provide coveragelf a full clinical interview, which is a necessary component of any ASD
evaluation.

PEGAYFGStEeT AG GKS Ot AyAOAlyQa SELISNIA&ES 6AGK GKS
yields an accurate diagnosis of ASD.

Itisimportantthattt8 SEI YAYSNJ KFa | &0NRByYy3 dzy RSNEGI YyRAY3I 27
and language status to both select the correct module of the AD@S well as to take into account
developmental/intellectual functioning when making the clinical diagn@s&D or not ASD). The ADOS

2 module selection is based on the expressive language level of the child; scoring of the items is based

2y O2Y&AARSNIGA2Y 2F (GUKS OKAfRQA y2y@OSNDBIf YSyalf
expressive language level yneesult in higher rates of false negatives (saying not ASD when the child

has ASD) and using a module with higher expressive language demands than what the child exhibits may
result in higher rates of false positives (saying ASD when the child doesveofB®).

CKSNBEF2NE> AG Aa SaaSyaalrt GKraG | OtAYAOALY KlFa |
developmental/intellectual profile prior to administering and scoring the AROS

Administering developmental/intellectual and social observational test$ilden with ASD can be
challenging.

Examiners must:

A Have a minimum of one year of experience working with and assessing children with ASD

A Understand psychometric data
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A Be very knowledgeable and comfortable with the appropriate test administrationgulures
and rules for all tests administered

A Know how to utilize positive reinforcement and differential attending to motivate/shape best
testing behaviors during developmental/intellectual assessment

A Most importantly, be able to create a fun, safe, and interesting social environment for the child
to show his/her best skills

It is the expectation that the examiner set the battery that is needed to address the question of ASD, as
gStf a G2 LINRPOGARS a2YS YSIYyAyIFdzA AYyF2NNIGAZ2Y F2
Compare thé to going to the pediatrician with a concern that the child has strep throat and the doctor

telling the parent that it is not strep throat and sending the family on their way without feedback or
NBO2YYSYRIFIGA2ya G2 YIylr3S GKS OKAfRQa OdsaNNByild aey

It can be difficult for parents/caregivers to learn that their individual has been diagnosed with ASD.

Similarly, for a parent/caregiver that has been searching for answers, it can be equally difficult to learn

that the individual isi1ot diagnosed with ASDOn this circumstance, it is often helpful to have some
AYF2NXYIOGA2Y (2 aKFENB 6AGK GKS OFNBIAGSNI o62dzi GKS
steps.

Evaluations should be helpful to both the family and clinical treatment team. Aside fchagnosis,
SOIFfdz2 GA2Yya aK2dz R NBadzZ G Ay YSIyAy3aFdz NBO2YYSYyR

Very Young Children (age 3 and younger)

Developmental functioning is an essential component of ASD evaluation at this age as the symptoms are
based on what the child is developmentally capable of exhibiting. Therefore, conducting some manner

of developmental and/or adaptive assessment is neagssgaless such assessment has already been
recently completed and the results are available. Adaptive/developmental assessment should be
completedprior to the ADOS.

The following battery is recommended:

A Clinical interview, including thorough assessiof developmental symptom history (medical,
behavioral, and social history [ARIlor clinical equivalent])

A Developmental evaluation (Mullen Scales of Early Learning, Bayley Scales of Infant
Development Third Edition) tinless testing has already beamnducted to give an estimate of
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GKS OKAfRQA RS@OSt2LIVSyidltf aijAaftf tS@Stazr AyOf dzR
nonverbal skills

A Adaptive skills (Vinelan8 or similar measure)

A Observational assessment of social behaviors (AD&$hformal)

0 Toddler module: children under 31 months (not yet phrase speakers)
0 Module 1: children 31 months & older speaking primarily single words
0 Module 2: children ofinyage who ardluent, flexide phrase speakers

Other Considerations for this Population

Completing standardized testing with very young children can be difficult. Developmental measures
(unlike most intellectual assessment measures) allow for multiple repetition of directimhiteans

unless specifically noted in the manual. Young kids are inconsistent with displaying skills, so patience is
necessary. If the child shows significant separation anxiety, which is normativedtri@dnths, the

child may perform best with the cagérer in the room.

The ADOR does a good job of differentiating children with Intellectual or Developmental Disability
OLK550 FTNRY 1ARa ¢6AGK ! {5T K26SOSNE (KAa NBfASa 2
within the appropriate develomental context, including verbal and nonverbal skills. For young children

with mild to moderate global delay or intellectual disability, research has supported that the lack of use

of joint attention behaviors and a flat or declining social and commuioicdtajectory are more often

seen in children ASD as compared to kids with I/DD without ASD. Remember that children with

intellectual and developmental disabilities have high rates of sensory and repetitive behaviors, so these
behaviors in the absence ebcial affective deficits should not be used to diagnose ASD, though the

frequency of motoric symptoms may be higher in kids with ASD. The-2¥J®t a good differentiator

for children with severe to profound intellectual disability.

Children in thé age range have a good opportunity for a positive response to intervention. Therefore,

while treatment of current symptoms is necessarygoimg assessment of symptoms and

developmental status is important as the current deficits should not be viewiekaS OK AdrmR Q& f 2y 3
status or used for lorterm planning.

Young Children (~ ages 4 to 6)

The following battery is recommended:

A Clinical interview, including thorough assessment of developmental symptom history (medical,
behavioral, angocial history [ABR or clinical equivalent])

A Intellectual/Developmental evaluation (Mullen Scales of Early Learning [MSEL; Note: Mullen
norms only go through age 5:5], Wechsler Preschool and Primary Scale of Intelligence, Fourth Ed
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[WPPSIV], Differental Ability Scales, Second Ed [BA&arly Years Battery, StanfeBihet,
Fifth Ed [SB])

*unlessi SAGAY3 KI& ENBIRe 0688y O2yRdOGSR (2 3IASS

nonverbal intellectual status
A Adaptive skills (Vinelan8 or similar measure)
A Observational assessment of social behaviors (AD&$hformal)

Other Considerations for this Population

The MSEL and DAISEarly Years Battery effectively delineate receptive and expressive language skills, as
well as provide a solid nonverbal intellectual score. Aside from thenmord receptive language subtest,

the Wechsler Preschool drPrimary Scale of Intelligence, Fourth Edition (WAPPSEquires verbal

responses for an estimate of verbal reasoning skills. Therefore, a Mullen (if not over age 5:B) 0DAS

other nonverbal measure (e.g., Lei®r UNIT2) may be the best choicerfassessment of children with
known limited language output.

It can be difficult to select the most appropriate AD®®odule for this age range. The following points
should be considered when selecting the AEBXO8odule:

A Remember phrase speech mum spontaneous and not only echolalic (immediate or delayed)
for the child to be best assessed using module 2.

A Some children in this age range are best assessed using module 3 for fluent sentence speakers;
sentences should be complex and communicativedaningful. Many children begin speaking in
oFaA0 aSyidSyoSa oaL gl yld || O221ASdé0 gAGK SO
gSYyild (2 GKS ad2NB gAGK Y& Y2YYeoéed 0STF2NB (K

A Further, some children with ASDagnbe capable of speaking at a level higher than what they
typically utilize; however, the selection of the module should be based on the language sample
in the ADOL, rather than on the best circumstance; developmental/intellectual assessment
often helpsto guide this decision. For example, if the child is able to say phrases, but does not
do so routinely and instead communicates in single words most of the time, the child would be
administered module 1.

A As clearly noted in the AD@Snanual, if it isinclear what module the child should receive, go
with the module with lower language expectations.

School Aged Children/Teens/Young Adults
of Suspected Intact Intellectual Skills

The following battery is recommended:

A Clinical interview (caregiver and teen/young adult), including thorough assessment of
developmental symptom history (medical, behavioral, and social historyRA®Iclinical
equivalent])
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